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O” Rhode Island Medical Society will be 150 
years old in 1962. Its president, whose term 
of office ends today, is the one hundredth man it 
has honored by election to this office. On such an 
occasion as this ninety-nine presidents have tried 
to express their gratitude for having been given 
this highest honor by their fellow doctors. I, too, 
am deeply grateful to you and I thank you with 
all my heart. 

It is expected that the president will use this 
occasion for a dissertation, for some soul search- 
ing, and for unloading some of the society’s prob- 
lems —and there are plenty of them— on his 
successor. 

The circumstance that I am the hundredth of 
the Society’s presidents makes it inevitable that 
my thoughts should go back to our society’s earlier 
years to compare the practice of medicine in those 
days with our own; to ask how we differ and are 
alike ; what we have gained or lost and perhaps get 
from this some idea of the direction in which medi- 
cine is moving or is being moved. 

It was interesting to look back a few years to the 
record of a patient delivered early in the history of 
our Providence Lying-In Hospital, and yet within 
the life span of some of our present members. We 
find written in a fine flowing hand that “Because 
of the Sunday horsecar delay the doctor was not 
present at the delivery of the patient, which was 
done by the matron.” Then there was written at 
the time of her discharge a month or so later, and 
heavily underlined to emphasize this very unusual 
fact, that “The patient’s course was remarkable in 
that at no time had the temperature risen above 
100.” 

Although Pasteur, Semmelweis and Holmes had 
demonstrated the cause and method of prevention 
of sepsis, the records of that horsecar era show 
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little difference in results or in therapy from those 
of a hundred or even five hundred years earlier. 

Most hospitals were still hospices, houses of 
refuge for the indigent, functioning to a large 
degree as charitable institutions. Most babies were 
delivered and much surgery was done in the home. 
The economics of medicine, like the therapy, was 
still in the horsecar stage. When many of us began 
to practice, the majority of patients in hospitals 
were “ward patients,” cared for in large part 
through the benevolence of the wealthy in the com- 
munity, who financially supported the hospitals. 
Professional care was given without charge by the 
doctors. The patients were truly the “wards” of 
the profession, and to their care was given more 
time than to private practice. There was a feeling 
of obligation toward these unfortunate poor which 
gave them priority. They had the best of profes- 
sional care. The wealthy and the medical profes- 
sion had done this, an obligation gladly assumed, 
from time immemorial. 

Those patients who had financial means were 
expected to pay their way and, while it was not 
exactly a Robin Hood arrangement, it was under- 
stood that those who were more fortunate should 
pay medical fees commensurate with their ability, 
which would in turn make it possible for a doctor 
to do this large amount of the community’s chari- 
table work and still make a decent living. The hos- 
pital charges to those who could pay were in part 
used to subsidize the hospital care of the indigent. 
Even twenty-five years ago, for instance, at our 
Lying-In Hospital (please excuse the personal 
touches in this) one patient in six was a private or 
semi-private patient ; the other five paid nothing to 
the staff doctors and, while many paid what they 
could toward their hospital care, over one-fourth 
were cared for without payment to the hospital. 


As we view the present situation we see that 
the economics of medicine has changed as much as 
has our transportation by horsecar, our medical 
knowledge, and our therapy. Those who had sup- 
ported our hospitals from their abundance have 
been taxed beyond their ability to continue this 


charity. The depression of the thirties also had 
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made more financial help necessary from govern- 
ment welfare agencies. Doctors formed Blue Shield 
and similar surgical insurance plans, and by agree- 
ing to accept substandard payment from those in 
low income groups, made it possible for them to 
make payment to their doctors for the larger, more 
difficult surgical expenses. The ratio of ward to 
private patients has been completely reversed with 
the tremendous acceptance of such Blue Shield sur- 
gical insurance and prepaid hospital insurance 
through Blue Cross and private insurance com- 
panies. These plans are part of the “fringe bene- 
fits” financed in large part by the employers. 

As evidence of the change in the economy the 
relative number of ward to private patients has 
been completely reversed ; from one private to five 
ward patients it is now one ward to six private 
patients. There is no longer as much medical char- 
ity as there used to be in one sense, but the increas- 
ing proportion of patients whose care is paid for 
by “service benefits,” that is, total payment from 
the low income group at a substandard rate for the 
doctor’s services, has tended toward price fixing 
for all at this rate. It seems to establish in the 
minds of all groups that this is a fair and proper 
fee. The use in increasing degree of “experience 
rating’ further seems to be setting up medical 
care as a commodity, in establishing uniform doc- 
tors’ fees. 

While to a government agency like Medicare or 
to an insurance company a standard price is very 
convenient or even necessary in mass administra- 
tion, it has much to discredit it unless the element 
of charity is considered as part of the arrangement 
in order to help the low income patient. To these 
administrative and financial agents, interposed be- 
tween the patient, the hospitals and the doctors, an 
operation is an operation no matter what is in- 
volved. One appendectomy, or reduction of a frac- 
ture, is the same as any other; similarly, when it 
comes to medical coverage, all coronary attacks, 
pneumonias, and diabetic comas will be regarded 
and rewarded alike. Whatever the difficulties, com- 
plications and other considerations, whether the 
surgery is performed by the occasional operator, 
who may be competent for the ordinary or simple 
case, or by an outstanding surgeon whose experi- 
ence and skill may be tried to the limit, does not 
enter into consideration. 

At the heart of all such third party payment 
insurance plans, it seems to me, there lies the falla- 
cious assumption that there can be a just and fair 
standard payment. There can be no such standard 
fee for services in medicine except by overpaying 
the less competent, and by exacting a charitable 
contribution of services by the doctor of outstand- 
ing ability who accepts, as he always has, a mini- 
mum fee from the less fortunate as a contribution 
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to the public welfare. The point is that there is 1:0 
second rate medical care, no bargain basement or 
Monday morning Specials for the sick or those 
needing surgery. 

One may buy a pair of satisfactory shoes for $5 
or for $30 and both will serve the purpose for which 
they were bought. One can travel by Pullman or b) 
day coach and arrive at the same station safely and 
at the same minute. But in medicine every patient 
requires and expects every doctor always to give 
his best efforts, all the hours, skill and devotion at 
his command in every instance. And this is true no 
matter what may be the patient’s ability to pay. The 
patient will not get $5 worth of treatment for his 
coronary or $20 worth of appendectomy, but gets 
all the doctor has, and also all the equipment and 
services of the hospital personnel, if these are nec- 
essary. To be sure doctors differ in ability, experi- 
ence, skill, and personality, but each is expected to 
give to his patient the best he has without stint. 

This all or none law makes a great and essential 
difference between our art and a business or a craft. 
The craftsman performs each day so many hours 
of work at a standard rate of pay, and if a union 
craftsman his skills and ability are required to con- 
form to what is established as the standard output 
of the average worker, so many bricks laid a day 
and no more, so many square feet of paint applied 
with not too wide a brush lest the work be done 
more quickly. There is little reward for superior 
ability in doing more or better work than the aver- 
age. In fact, such zeal is discouraged in that senior- 
ity or length of employment is the chief reason for 
retention on the job or for advancement. Unless 
private practice is eliminated, I cannot imagine this 
happening among doctors. In the arts, in the pro- 
fessions, the superior man and product are still 
rewarded. The inventor of the better mouse trap 
makes the sale to those who wear the well-publi- 
cized path to his door. And the doctor, although 
sometimes at 3:00 a.m. he wishes it were other- 
wise, does not and cannot limit his hours of work, 
or his days to a five-day week, or put down his 
tools when the whistle blows. 

With the increasing pressure and tendency of 
insurance companies, of Medicare, and of the gov- 
ernment agencies of the future to establish fees, all 
these and other features of medical practice are 
disregarded. “He who pays the piper calls the 
tune.” The doctor of superior ability can be re- 
warded, when this is so, only by doing more and 
more work ; the less competent doctor, by the same 
token, will be over-rewarded. This will be true, un- 
less a proper line can be drawn and maintained 
between the patient whose medical expenses are a 
real hardship to him, and therefore properly to be 
paid on a “‘service’’ basis if he is insured, or by 
his local community which should consider the cost 
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as its obligation and those other patients whose 
income warrants their paying a proper fee. The 
latter group of patients is usually glad to pay a 
reasonable share of its hospital and doctors’ bills, 
and can do so without hardship on an indemnity 
insurance basis. 

The leveling of all doctors to a median payment 
is a pernicious trend leading only to a dead level 
of mediocrity. The lowering of the superior to a 
mediocrity of reward and opportunity should never 
be permitted in medicine, however expedient it 
may seem as applicable to large groups of em- 
ployees or to labor unions. Nor should the less 
competent doctor, where human suffering and ill- 
ness are involved, be exalted beyond his worth. 

I do believe that most men enter medicine as a 
calling—a true vocation. Perhaps with the passing 
years I am getting cynical. Maybe while sitting in 
on your Grievance Committee and hearing about 
the aberrations of a few, a very few, of our doctors 
some of the rosy color has been bleached from my 
spectacles. However, it seems that of late years 
more persons than formerly have entered medicine 
for financial betterment or for status. Fewer seem 
to put service ahead of self. I hope that time may 
prove me wrong. As for status, at the present time 
almost any other field of human endeavor would 
seem to offer more. 

The infrequent overcharging or other wrong- 
doing in the way of unprofessional conduct by a 
few brings discredit on all. To minimize this sit- 
uation we must be more than ever alert to police 
our own profession. The general public seems ready 
to believe the worst of us, without waiting to have 
the evidence presented and proved. From the very 
nature of our calling, the fact that we are usually 
employed only at a time of illness, suffering, anx- 
iety, or grief, all unpleasant emotions, makes us by 
association the objects of unconscious disapproval 
and hostility. Enricus Cordus expressed this com- 
mon feeling as far back as 1535 in these lines: 

“Three faces wears the doctor; when first 

sought, 
An Angel’s - - - And a God’s, the cure half 
wrought ; 
But when, the cure complete, he seeks his fee, 
The Devil looks less terrible than he.” 


After we have done our best for the patient, with 
the few exceptions among which my own field of 
obstetrics is notable, we doctors leave little tangible 
to show for our ministrations, little but the memory 
of a painful or trying experience, anxious hours, or 
even tragedy. All this is usually unexpected and 
results in economic loss in addition to the costs of 
hospitalization, drugs, and our own charges. Tradi- 
tionally these are lumped together by the public as 
“doctors’ bill.” Almost without exception each 
patient respects and praises his own doctor, but 
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the profession by its association with misfortune 
is blamed. 

The great increase in suits against doctors and 
the increased rates of insurance against such suits 
is painful evidence of our deterioration in the pub- 
lic’s affection. 

We doctors are presently in the public’s dog- 
house. Our public relations seem to be at an all 
time low. We seem to have become the whipping 
boy for our present day society. A whipping boy, 
in case you don’t remember is “a boy educated to- 
gether with a royal personage, and flogged in his 
stead when he commits a fault that was considered 
to deserve flogging.” In this election year we may 
expect to feel the rod more often. 

We all know the almost unbelievable advances 
made in all fields of medicine in the past fifty years. 
Largely because of this progress more people are 
now well-born, or born well, and live healthier and 
happier lives. At least, they live healthier lives, 
than formerly, and they live longer. There are 
going to be more and more old people around. 
(I don’t know how you define old people. Most 
people consider “old” anyone who is ten years older 
than himself. ) 

These old people will continue the habits formed 
earlier. That is, they will continue to eat two or 
three meals a day, wear clothes, and live in houses 
which they rent or own. They will also occasion- 
ally have some illness, physical or mental. And 
sooner or later each will have a terminal illness of 
longer or shorter duration. “As sure as death and 
taxes” expresses this certainty. The taxes people 
seem to accept as necessities and somehow are pre- 
pared to pay them. Living expenses are taken for 
granted, too, but not doctors’ bills. At least our 
legislators and political candidates do not make 
the welkin ring with appeals to the electorate to 
buy grandpa a pair of new shoes or give him free 
groceries. Nor have I heard suggestions that the 
shoe dealer or grocer supply them free or for less 
than cost. This may come, but for the present free 
medical care (free, except that we all pay for it in 
a more expensive and roundabout way) whether 
there is a proven need for it or not, is the panacea, 
the cure-all, offered for all the problems of the 
older citizen and voter. 

I believe that a large part of the hostility toward 
medicine, outspoken by labor leaders, and rampant 
in many newspapers, is based on envy ; envy of the 
doctor’s independence. “We few, we happy few, 
we band of brothers” are of the few remaining 
self-employed. We are not retired at an arbitrarily 
fixed age while still fully or even better able to 
continue working. We may work as long and as 
many hours as we want or as our health permits. 
Having proved our competence to practice we are 
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economic upheavals. We have security, but only if 
we keep our health and maintain and enlarge our 
skills with new knowledge. In a way we live dan- 
gerously, with no pension plans paid for by an em- 
ployer. But we are our own masters, and I believe 
that for this reason we are envied by our detractors. 
At the same time, it is important to remember that 
this freedom carries with it great responsibilities. 

The accusation is made and believed by many 
that doctors restrict the recruits to the ranks of 
medicine, that we keep our numbers few for selfish 
ends. The groups which make these accusations are 
the very groups which do keep down their size by 
limiting the number of apprentices. The only re- 
strictions medicine makes are that to be a doctor 
a man be thoroughly educated and trained, and that 
he be of good moral character. Doctors generously 
give funds to aid medical education, and consider 
it the highest of honors to be appointed to instruct 
students on a medical school’s faculty, without 
salary as the appointment stipulates. 

Having reached this point in my somewhat sorry 
contemplation of our low position in public esteem, 
I ran across the presidential address given nearly 
fifty years ago. I had not looked over the last words 
of our earlier presidents because I did not want to 
be influenced by them or impeached for plagiarism. 
Let me read this from the pen of Doctor Frederick 
Rogers in 1912: 

“One problem confronts us—not the etiology 
of cancer—nor any of the usual manifestations 
of the activity in the medical world today, but a 
problem which is of equal importance, for upon 
it largely depends the successful outcome of all 
the other tasks set for us. .. . How shall we regain 
the respect and feeling of security and confi- 
dence in the medical profession which was such 
a strong factor in human life a hundred years 
ago, but which now is unfortunately lacking? 
The minister, the squire, and the doctor were a 
power in a community—That all have suffered 
in the lapse of years is evident.” 

This was the question Doctor Rogers posed. It 
is still our chief and present concern. What, if any- 
thing can we doctors do to correct this opinion? 
What can we do in self-defense? Stripped of the 
rhetoric of his day Doctor Roger’s answer was to 
use “organization and publicity or public educa- 
tion.” He strongly recommended that our medical 
society widen its scope beyond the reading of 
papers on medical subjects, that we actively become 
concerned with the social and economic problems 
about us. He urged that our society be unified and 
be looked on as an essential part of our activity. 
No one, he said, can better guard the public welfare 
than the doctor. Moreover we should openly and 
loudly educate the public. 

We now have a united and strong medical so- 
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ciety, and only your president, at the end of hi: 
term of office, can fully appreciate the many hour: 
of hard work put in by your society’s committees. 
especially by their chairmen, to whom I am deep] 
grateful. These are the men who make your societ\ 
effective. They are wonderfully served by our ver- 
satile and indefatigable executive secretary, John 
Farrell, whom I must single out for special thanks. 

It has been suggested from time to time that the 
society secure a public relations secretary to deo- 
dorize us with the public. To some this has seemed 
a helpful idea, but it seems to others of us that good 
public relations cannot be bought. They can best be 
regained and maintained by our individual and per- 
sonal contacts with our patients and other laymen. 
Our Grievance Committee is willing, eager and 
able to do what it can to correct and discipline, 
within its power, those few among us who bring 
discredit to us all. But beyond our relations with 
our individual patients, do doctors interest them- 
selves as they should in things outside medicine ? 
It is proper and necessary that we limit our medical 
groups to our own fields of interest, but have we 
withdrawn too far from nonprofessional groups? 
In an earlier day the doctor, being then among the 
few well-educated men of his community, was 
called on for advice outside his medical field, and 
he ably took part in civic and public affairs. You 
will recall that six among the signers of the Dec- 
laration of Independence were medical men. I hope 
that public respect for the doctor can be improved, 
but it will take time. In this election year much will 
be said in the heat of campaign oratory that will not 
help our profession. 

We cannot justly be accused of lack of sympathy 
for others from the very nature of our work, but 
perhaps our sympathy and concern has been too 
specialized, too concentrated on the public’s health 
and medical problems. We may have specialized 
too much. We cannot rightly be convicted of im- 
muring ourselves in an ivory tower, but it does 
seem that the time has come to alight from our 
automobiles and go afoot into the market place and 
town square. 

Few of us will be around to hear our president 
discoursing on this subject fifty years from now. 
I hope that he will have a more cheerful report on 
our public relations than Doctor Rogers and I have 
presented to the Rhode Island Medical Society. 
This, you see, has been and still is our great prob- 
lem. And many signs seem to indicate that it may 
be later than we think. 





MEDICAL LIBRARY HOURS 
8:30 A.M. to 4:30 P.M. 
In August: 8:30 A.M. to 1:00 P.M. 
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gee SURGERY, the youngest surgical spe- 
cialty, is in its second stage of development. 
In its evolution the diseases treated by ordinary 
surgical maneuvers taught us the preoperative 
preparation, the techniques for handling the great 
vessels, and the postoperative management of 
patients with heart disease subjected to the stress 
of surgery. Perhaps more important was the stim- 
ulus that corrective surgery had on the develop- 
ment of precise diagnostic techniques. 

In this discussion it will be possible to cover 
only a few of the conditions that can be helped 
by surgery. 

The patent ductus arteriosus deserves first place 
for it was the first congenital anomaly of the heart 
and great vessels to be successfully treated by sur- 
gery. The most interesting complication of present- 
day concern is the infant who has associated with 
the ductus serious pulmonary hypertension and 
high output failure. It is commonly misdiagnosed. 
These young patients shortly after birth may de- 
velop signs of high output failure with X-ray evi- 
dence of a large heart with vascular lung fields and 
associated with it, electrocaridographic changes of 
combined ventricular hypertrophy. Physical signs 
as well suggest a large ventricular septal defect. 
Many patients undoubtedly have been permitted to 
develop uncontrollable heart failure and have not 
been treated because of the incorrect diagnosis of 
a ventricular defect. 

How is the diagnosis made in the infant with a 
patent ductus arteriosus? First, one has to suspect 
a patent ductus in patients who have a loud systolic 
murmur over the base of the heart and the pul- 
monary artery associated with high output failure. 
It should be the working diagnosis until it is ex- 
cluded. In our clinic we have found that the sim- 
plest way to do this is by retrograde aortograms. 
*From the Division of Thoracic Surgery, Duke University 
Medical Center, Durham, North Carolina. 
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on Cardiovascular Disease, sponsored by the Rhode Island 
Heart Association, at East Providence, Rhode Island, 
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The brachial artery is exposed, a cannula is 
threaded into it, and a retrograde injection of 
radio-opaque material is then given. This has been 
a uniformly successful diagnostic procedure in 
children under six months of age. If the ductus is 
large, we have at times proceeded with surgical 
correction without further studies. 

Thirteen of fifteen children under the age of two 
who had this complicated ductus have been treated 
successfully. There have been no deaths attribut- 
able to the operation where the ductus has been 
ligated. There were two children under two months 
of age who would not tolerate the occlusion of the 
ductus, and therefore this could not be obliterated. 
These children apparently had a fixed pulmonary 
resistance. 

The infant with a large ventricular septal defect 
with high output failure and a large left to right 
shunt will in some instances not survive in spite 
of the best medical care. These patients tolerate 
open heart surgery very poorly mainly because of 
the magnitude of the procedure in a patient with 
congestive failure. They, however, may be bene- 
fited by simply increasing the resistance in the pul- 
monary artery by constricting it to 50-60% of its 
normal size. This reduces the amount of blood 
drained to the lungs by the left to right shunt, 
thereby increasing the left heart output. This oper- 
ation can be corrected quickly with a minimum of 
stress to the patient. Our experience with two 
patients has been very satisfactory. A completely 
corrective procedure can be carried out later with 
correction of the induced pulmonary stenosis and 
the interventricular septal defect. 

The next neonatal condition of interest to us is 
coarctation of the aorta, which is a very common 
cause of cardiac failure during the first few weeks 
of life. The infant with a coarctation and conges- 
tive failure presents a difficult problem. A period 
of conservative treatment may permit more time 
for collaterals to develop, with improvement of 
heart function and deferment of operation until 
later. In addition there is not yet clear evidence 
that the suture line will increase its diameter with 
the age of the child, and this is the only real reason 
for not proceeding with the correction of coarcta- 
tion as early as possible. Children of this age tol- 


erate surgery well, and the operation is technically 
continued on next page 
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much simpler. Indication for operation then is car- 
diac failure that is nearly impossible to control, 
progressive cardiac enlargement, severe hyperten- 
sion, and marked growth retardation. Ten patients 
have been submitted to surgery because of these 
indications, and all have survived when they had 
a correctable lesion. This does not include the 
group who have marked hyperplasia and malde- 
velopment of the aortic arch associated with such 
severe deformities as an underdeveloped left ven- 
tricle, aortic stenosis, and mitral stenosis. There 
has been one long follow-up on a child who was 
operated upon at the age of fifteen months because 
of persistent cardiac failure and hypertension of 
200 mm. of mercury. The child is now ten years of 
age and has normal blood pressure in both her 
upper and lower extremities. This has been encour- 
aging as it perhaps indicates that the aorta grows 
with the patient. 


The Markedly Cyanotic Child 

The next lesion of interest to us in the neonatal 
period is the markedly cyanotic child. This condi- 
tion usually involves a differential diagnosis be- 
tween transposition of great vessels, associated 
with severe cardiac failure, and lesions that cause 
marked diminution in pulmonary blood flow. The 
most common lesions of this type are the tetralogy 
of Fallot and its variant, pseudo-truncus. Others 
are uncommon, such as tricuspid atresia and Eb- 
stein’s disease. It is not yet possible to do much 
for patients in this age group with transposition 
of the great vessels, although the creation of a 
large interatrial defect shows some promise of 
palliating these children. In the other group, how- 
ever, there is a great deal that can be done. In those 
with either a pseudo-truncus or tetralogy, it is pos- 
sible to do an anastomosis between a subclavian 
artery anda pulmonary artery satisfactorily. Eight- 
een patients under the age of eighteen months have 
been treated in this way with a mortality rate of 
about 19% and a good result in about 75%. We 
have almost abandoned the direct anastomosis be- 
tween the pulmonary artery and the aorta because 
of the difficulty in controlling the size of the anas- 
tomosis and the problem that is associated with 
the closure of the shunt if a future corrective oper- 
ation is indicated. 

It is our practice now in patients who have a 
tetralogy of Fallot or a pseudo-truncus who are so 
cyanotic that they have repeated episodes of syn- 
cope as well as other signs of marked vascular in- 
sufficiency, to proceed with a palliative systemic to 
pulmonary artery shunt even in the first few weeks 
of life. 

Patients with tricuspid atresia have a right to 
left shunt at the auricular level. If one uses a pro- 
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cedure that returns a large volume of blood into tlic 
left auricle, one increases the left auricular pressure 
above that of the right auricular pressure; ani 
therefore the shunt is predominantly left to righi. 
Consequently, the blood emerging from the aorti 
is moderately well saturated and one does not gain: 
in efficiency by recirculating it through the lung 
with a systemic to pulmonary artery anastomosis. 
It is now possible, however, to help these children 
with another type of shunt. This operation is based 
on the observation that the right heart can be by- 
passed, for the systemic venous pressure is ade- 
quate to move blood through the lungs. This is 
accomplished in clinical practice by partial bypass 
of the right heart and is done by anastomosing the 
superior vena cava to the right pulmonary artery. 
This operative procedure shunts approximately 
40% of the systemic venous blood into the right 
lung. The remainder, coming through the inferior 
vena cava, goes into and out of the heart in the 
usual way. In the performance of this operation, it 
is necessary to occlude the superior vena cava, and 
severe congestive disturbances can occur in the 
upper part of the body, particularly in the brain. 
If one were to use it in tetralogy of Fallot, there 
are many advantages of this procedure over a sys- 
temic to pulmonary artery shunt. One does not 
introduce a high pressure, high flow system into 
the pulmonary vascular tree; therefore, one does 
not damage the pulmonary arteries. Secondly, one 
does not increase the work of the left heart. 

Our experience with this procedure has not been 
extensive. We have used it on only three patients. 
They have been unusual in that all of them have 
been under three months of age. The anastomosis 
has been successful in all three of them. One pa- 
tient died from empyema about six weeks after 
surgery. It was thought that this was secondary to 
a pneumonia that occurred after discharge from 
the hospital. The post-mortem examination showed 
the shunt to be open. The other two patients have 
done well. I believe that this procedure deserves 
wider application in the very young child and 
should be considered in the severe tetralogy under 
the age of eighteen months. 


Machine Control of Respiration and Circulation 


The demonstration of the feasibility of control- 
ling completely the respiration and circulation of a 
man by a machine can be classed as one of the 
major advances in surgery. The most obvious appli- 
cation of this technique is in the treatment of dis- 
eases of the heart and of the great vessels. It is 
undoubtedly true that in the future the ability to 
control, either with a machine or with some other 
method, these two vital functions will lead to utili- 
zation of this for a variety of surgical conditions. 
Our interest today of course is directed toward 
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heart disease, and I would like to discuss some of 
the common conditions that can now be treated 
with the use of this technique. 

It is first, I think, necessary to review for a 
moment the risk of complete circulatory bypass. 
This should be less than 1% and really not much 
more than an ordinary general anesthetic. If the 
risk of cardiopulmonary bypass is greater than 
this, the application of the technique will be ex- 
tremely limited, and one could not justify its use 
in many of the defects, such as auricular and ven- 
tricular defects and tetralogy of Fallot. 

Open cardiac surgery has to be done in a delib- 
erate manner. In about 95% of the patients the 
preoperative diagnosis is exact ; but in 5% the diag- 
nosis is not correct, and one should have available 
the time to carry out any procedure that is needed. 

Auricular septal defects present to the surgeon 
the ideal lesion as far as, first, its ease of correction; 
second, the complete reversal of the pathologic 
physiology associated with it ; and lastly, an opera- 
tive risk of 1% or less in the ordinary secundum 
type of lesion. The principal physiologic disturb- 
ance associated with this is an increase in pulmo- 
nary blood flow with an increased amount of work 
on the heart and a loss of efficiency by recirculation 
of quantities of blood through the lungs that are 
equivalent to several times the left ventricular out- 
put. This lesion is slowly progressive; therefore 
one can select the ideal time for operation. The 
patients may have a mildly elevated pulmonary 
pressure which is nearly always due to increased 
pulmonary blood flow and not to pulmonary 
arteriolar change. 

The diagnosis of atrial septal defects of the 
secundum type can be made by clinical study alone 
in almost all patients, and it is open to question by 
some whether or not cardiac catheterization is 
needed. It is our practice to do this still because 
we occasionally find an associated defect, and we 
are saved some embarrassment and difficulty at the 
operating table. 

It is the practice in our clinic to elect to operate 
upon all patients with this lesion at the age of four 
to five years. We, however, do not have an upper 
age limit. The oldest patient was fifty-six years 
of age. 

The patients in our series above the age of thirty 
frequently got into difficulty because of rhythm dis- 
turbances, which resulted in cardiac failure. The 
attrition of this disease increases progressively with 
each decade of life, and by the fourth or fifth 
decade nearly all patients with a large atrial defect 
have had some type of serious cardiac disturbance. 

We have operated upon over 50 patients with 
septum secundum defects and have not had a death 
in this group. There has been only one serious post- 
operative complication. This patient developed, for 
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some unknown reason, a small embolus to her left 
cerebral hemisphere. 

Patients with primum types of atrial septal de- 
fects present more formidable technical problems. 
Some of them may have more serious physiological 
changes and therefore are poorer surgical candi- 
dates than are the patients with the secundum type 
of defect. A septum primum defect, not associated 
with a valvular malfunction or a ventricular septal 
defect, has almost the same prognosis as does a 
secundum defect. The only technical problem that 
increases the morbidity is the location of the A-V 
node near the bottom of the defect. 

The principal diagnostic point that differentiates 
a septum primum from a secundum type of defect 
is the counterclockwise vector on the electrocardio- 
gram. This indicates a septum primum defect in 
about nine cases in ten. The indications for opera- 
tion are just as in the septum secundum type of 
defect, with the exception that the patient with the 
atrioventricularis communis defect, should not be 
operated upon. If it is found at exploration, we 
do not believe that the surgical procedure should 
be completed. If there is a deformity of the mitral 
valve with a considerable degree of mitral insuffi- 
ciency, then the prognosis is altered. Although the 
valve can be repaired, sometimes the associated 
technical problems due to the thinness and fria- 
bility of the valve make it difficult to obtain a good 
closure, and the regurgitation may recur. In our 
group of 15 patients, we have only had two with 
mitral valve deformities. These have been cor- 
rected, and we have not lost a patient with a septal 
primum defect alone or associated with valve dis- 
ease. Our only death in this group was a child who 
had an atrioventricularis communis. 

Pulmonic stenosis when it occurs alone can be 
completely corrected, and the results are always 
good. These are best corrected with extracorporeal 
circulation since there are times when the diagnosis 
is not correct ; and, in addition, it affords a safety 
factor of time which may permit the correction of 
certain technical accidents that could lead to the 
death of the patient. Fifteen patients have been 
treated in this way and all of these survived. 

There was one patient who had pure infundi- 
bular stenosis without an I.V. defect. The patient 
was successfully operated upon. 


Selection of Patients for Open Heart Surgery 

One of the most difficult problems in open heart 
surgery is the selection of patients for operation 
who have a ventricular septal defect. A patient with 
a ventricular septal defect with a moderately large 
left to right shunt and with moderate hypertension 
is among the best of candidates for open heart sur- 
gery. On the other hand, a patient who has a large 


ventricular septal defect associated with pulmonary 
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hypertension may not only run a high risk during 
the procedure, but may not benefit from an opera- 
tion that may be technically successful. 

The manner in which patients are selected for 
operation is difficult to explain in a short time. 
Patients who have evidence of marked left to right 
shunt as shown by history, by physical examina- 
tion, by the demonstration on X ray of a full pul- 
monary vascular tree and a large heart, and a dem- 
onstration on the electrocardiogram of increased 
work load on the right ventricle and left ventricle 
constitute the ideal candidates. If these patients 
have, in addition to the above changes, pressures 
that are quite high in the pulmonary artery, say 
equal or within 80% of the systemic pressure, they 
are still reasonable risks for surgery. If, however, 
the patients with high pulmonary pressure have a 
relatively quiet heart ; have symptoms that are not 
marked ; have a faint murmur; have a small heart 
on X ray with peripheral constriction of the pul- 
monary arteries but with very large central pulmo- 
nary arteries ; have an electrocardiogram showing 
overwork of the right ventricle, then they are not 
candidates for surgery. It is the patients who fall 
between these last two extremes that present the 
most difficulty in selection. 

In our experience patients who have only large 
left to right shunts and with only moderate eleva- 
tions of pulmonary pressure do unusually well, and 
the risk of surgery for these patients is 5% or less. 
Patients who have pulmonary hypertension, 80% 
or greater, as compared to systemic pressure, may 
have a risk of between 20% and 30% depending 
entirely on how the patients are selected for sur- 
gery. In addition an occasional patient in this latter 
category may survive surgery yet not have any 
diminution in his pulmonary resistance. I might 
point out that this same finding has been noted in 
patients with patent ductus arteriosus who have 
associated pulmonary hypertension. The mortality 
for our series of some 48 patients is 18%. 

Tetralogy of Fallot is a very complex deformity ; 
and because of its many variations, it is very diff- 
cult to classify anatomically and functionally. The 
patients may vary from the markedly cyanotic to 
the noncyanotic. It is our belief that variations in 
the anatomical configuration may explain to some 
degree the difference in the clinical picture. 

For clinical purposes, tetralogies have been 
divided into three groups. The first group may 
have mild or absent cyanosis, a large pulmonary 
artery, and minimal overriding of the aorta. It is 
in the patients in this group who respond best to 
surgery. In our experience the mortality rate in 
this group is less than 5%. 

There is an intermediate group who have a mod- 
erate to small size pulmonary artery, moderate 
overriding of the aorta, and a perhaps small left 
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ventricle. It is in this group of patients that tic 
operative risk tends to be high although many «/ 
these patients can be carried through surgery su: 
cessfully. In our experience the risk in this grou) 
is 15% to 20%. In the last year some six patient: 
in this category have had only an infundibular re- 
section, the interventricular septal defect being leit 
open. The configuration of the pulmonary artery 
may protect the lungs and permit a balanced pul- 
monary-systemic circulation. This of course does 
not correct all of the deformity and tends to place 
them into the preceding mild group. 

The third group consists of the patients who are 
severely cyanotic. Many of these may develop 
symptoms quite early and have to have some type 
of surgical correction in the first few months of life. 
If they survive for several years, they are still 
markedly cyanotic, and at operation we have noted 
that they frequently have a very small pulmonary 
artery and pulmonary outflow tract with a 
markedly overriding aorta and a small left ven- 
tricle. We believe that these patients are not can- 
didates for any type of open procedure and that 
some type of shunt should be carried out, for the 
pulmonary artery may be too small for an infundi- 
bular or valvular resection to be successful. It is 
our opinion that the pulmonary outflow tract should 
not be increased by a patch unless the two ventricles 
are securely partitioned. 

Another factor may be important in the survival 
after operation of patients with tetralogy of Fallot. 
The predisposition for cyanotic patients to get mul- 
tiple pulmonary thrombi may also influence the 
operative result. It is possible that these vascular 
changes may so damage the pulmonary arterial bed 
that it cannot accept after operation the increased 
volume now perfusing it. 

Another complicating factor is presented by the 
results of a shunt operation. Unquestionably a 
shunt operation has much to commend it, and one 
can expect moderate to excellent results in many 
patients. In even small children and infants, the 
mortality rate is quite low. In the cyanotic patients 
this good palliative operation has to be balanced 
against the high risk operative procedure where 
attempt is made to completely correct all of the 
abnormalities. 

The last point that I would like to bring up in 
connection with the treatment of tetralogy of Fallot 
is technical. The defect in this condition is usually 
large, and it may be impossible to close it satisfac- 
torily by direct suture. Even if the latter is possible, 
the aorta can be obstructed by the closure when 
there is overriding. For this reason a prosthesis is 
needed. As yet there are no data on the ultimate 
success of patching large defects such as this. Post- 
operative studies in our clinic reveal that the patch 


has remained intact in some patients, but we have 
concluded on page 387 
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Introduction 


N A BOOKLET describing the “Recognition and 

Management of Neuromuscular Reactions” ob- 
served with prochlorperazine (Compazine), the 
manufacturers state that “these side-effects are 
seldom seen outside of mental hospitals.” They 
state that “dystonias and symptoms resembling 
Parkinsonism usually occur only at high dosage 
levels, such as those utilized in mental hospitals for 
the control of psychosis.” 

In a recent report in the J.A.M.A., Scime and 
Tallant describe “tetanus-like reactions’? with 
“small amounts of prochlorperazine which are rou- 
tinely prescribed.” Review of their eight cases 
revealed that total doses of 10 to 45 mgms. given 
orally, intramuscularly or by rectal suppository, 
were capable of inducing serious neuromuscular 
complications such as will be described below. 

It is apparent from a review of the literature that 
even a single 10 mgm. dose is capable of inducing 
this reaction in a susceptible patient, and it is fur- 
ther apparent that many patients are susceptible, 
with some indication of predisposition for younger 
female patients ; however, all age groups and both 
sexes are susceptible. 

In their report of four cases in children, Cleve- 
land and Smith describe three females and one 
male; Scime and Tallant report two females and 
one male; our report of personally observed cases 
describes three females and one male. In their paper 
published in Pepratrics, Shaw and others, de- 
scribed “seizures” in a nine-year-old male and a 
fifty-year-old male physician (cases 3 and 4) which 
involved spasms of neck and facial muscles, similar 
to many other reported cases. 


The reaction patterns described in the reports of 
toxic manifestations all carry overtones of the 
marked anxiety of the attending physician (be he 
internist, surgeon or pediatrician) as well as the 
graver anxiety of the patient. 

We present the following case reports to illus- 
trate the pattern of toxicity observed, emphasizing 
that these are not ‘Parkinsonian’ manifestations, 
but rather specific involuntary motor reactions in 
muscles innervated by brain-stem and upper spinal 
(cervical) motoneurones. These reactions have 
been classified by the manufacturer as “dystonias,” 
but would appear to represent a specific toxic 
neuromuscular response to the drug. 


Case Reports 

Case No. 1. F. Z., a sixteen-year-old female, 
was admitted to the Miriam Hospital for surgical 
excision of a torn medial meniscus. In the imme- 
diate pre- and post-operative period, she received 
30 mgms. of Compazine in three 10 mgm. doses 
intramuscularly over a thirty-six-hour period. She 
appeared to be unusually tense and “jittery,” but 
little attention was paid to this manifestation, which 
was replaced by post-operative nausea that per- 
sisted to the third post-operative day. 

At this time a resident physician ordered 10 
mgms. of Compazine orally. This failed to reduce 
her anxiety, and on the following morning, a sec- 
ond 10 mgm. dose of Compazine was given intra- 
muscularly. 

The patient began to complain of a “pulling of 
the neck” in the afternoon and this became more 
pronounced in several hours. A thick cotton cer- 
vical collar was applied which failed to give her 
any relief. 

Within several hours she began to stick her 
tongue out of the mouth very frequently, and her 
speech became thick and difficult to understand. 
She cried with apprehension, complaining that her 
“tongue was too big for her mouth.” 

When seen at 7:00 p.M., this normally very at- 
tractive, alert young female presented a picture 
which was alarming to all observers. She kept put- 
ting her tongue out several times each minute, with- 
drawing it into her mouth with evident difficulty, 
and within several seconds it was again protruding 


between her lips. When she talked it was with a 
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very “thick” speech, and it was difficult to under- 
stand many of the words. She kept arching her neck 
frequently into a position of opisthotonus, and this 
appeared to occur involuntarily, the patient com- 
plaining that ‘“‘my neck is being pulled backward.” 
She was alert, and co-operative, but apprehensive. 

It was decided that Compazine must be the 
offending agent, and this drug was immediately 
discontinued, and the patient was given demerol 
75 mgms. by intramuscular injection. 

Within four hours, the protruding of the tongue 
had ceased as well as the repeated arching of the 
neck in extension. Her speech was once again per- 
fectly normal, as was her appearance. No further 
incident of this type occurred again. 

Case No. 2. D. W., a sixteen-year-old male was 
admitted to the Miriam Hospital with a torn medial 
meniscus of the left knee. On the day following 
surgical excision of the knee cartilage, 10 mgms. 
of Compazine were administered intramuscularly. 
On the second day, two intramuscular doses of 10 
mgms. each of Compazine were given at 2:00 p.m. 
and 6:00 p.m. respectively. Shortly thereafter, the 
patient’s eyes were noted to roll up uncontrollably, 
there were spasms of the facial muscles and tongue, 
and the boy was considered disoriented by the 
nurses in attendance. Compazine was discontinued, 
and the symptoms subsided. The only other medi- 
cation given post-operatively was oral demerol 
for pain. 

Case No. 3. M. M., a twenty-three-year-old 
female was admitted to the Miriam Hospital from 
the accident room. She had been referred to the 
hospital because of persistent involuntary move- 
ments of her jaw muscles, “swelling” of her tongue, 
“thickness” of speech, and marked anxiety in asso- 
ciation with these symptoms. 

Her attending physician gave the following his- 
tory: This moderately obese young woman had 
been suffering from epigastric distress over a three- 
week period. There was some intermittent nausea, 
but no vomiting. After office examination, noting 
her marked tension and anxiety, he prescribed 
Compazine in doses of 10 mgms. twice daily. As 
far as can be determined, this patient took one 10 
mgm. capsule on the day of the office visit, and two 
capsules the following day. On the next day, after 
the morning dose (making a total oral dose of 40 
mgms. during three calendar days) she had marked 
tightness of her jaw muscles. She complained of 
left-sided headache and “swelling” of the left side 
of her face. The temporal muscles were prominent 
bilaterally, and her jaw protruded forward so that 
the possibility of a temporo-mandibular joint dislo- 
cation was considered. She was referred to the hos- 
pital accident room, where a 10 mgm. dose of 
Compazine was given intramuscularly to “reduce 
anxiety and muscular tension.” 
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Her symptoms worsened. There were involuy- 
tary spasms of the pterygoid and temporal muscl:s. 
Her neck was stiff, she had marked difficulty i 
speaking, and because of fears regarding her resp)i- 
rations, a tracheotomy set was kept at her bedsid.. 

Neurological consultation suggested the probi- 
bility of Compazine toxicity, and the drug was dis- 
continued. She recovered completely during a 
forty-eight-hour period thereafter. 

Case No. 4. R. B., a twenty-year-old female 
was admitted to the hospital for investigation of 
a pelvic mass. On the night of admission, she re- 
ceived a 30 mgm. dose of Compazine. 

The following morning, neurological consulta- 
tion was requested for sudden involuntary conju- 
gate deviation of the eyes and twisting of the neck, 
occurring in paroxysms. 

With the previous experiences at hand, a diag- 
nosis of “probable Compazine toxicity” was made, 
and the drug discontinued. No further reactions 
occurred. 


Conclusion 

The increasing frequency of reports of toxic 
manifestations following the administration of rou- 
tine doses of Compazine (prochlorperazine), 
sometimes, after a single dose of 10 mgms., em- 
phasizes the potential danger of the casual use of 
this drug. Four additional cases are reported de- 
scribing the symptoms and findings. Prompt sub- 
sidence of symptoms followed the early recognition 
of the cause of the disorder and cessation of admin- 
istration of the drug. 

We have concluded that this drug, especially 
when used in young adults, presents sufficient 
potential hazard, so that when it is prescribed, its 
results should be observed and supervised with 
caution. 
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O™ OF THE greatest advances that has been 
made by medicine and surgery in the past two 
decades is the new acceptance of a third dimension 
of medical and surgical responsibility — rehabili- 
tation. 

There is no more eloquent testimony not only to 
medicine’s acceptance of this responsibility, but the 
acceptance of all professions, of government at all 
levels, of industry, of the public and of education 
than the tremendous advances made in expanding 
rehabilitation services in the state of Rhode Island 
in the last decade. 

Rehabilitation has frequently been termed the 
“third phase of medicine,” following “preventive 
medicine” and “curative medicine and surgery.” 
(1) It is that period when the “fever is down and 
the stitches are out,” the period “between the bed 
and the job.” In contrast to “convalescence,” in 
which the patient is left alone to let nature and time 
take their course, rehabilitation is a dynamic con- 
cept in which the skills of the rehabilitation team 
consisting of the physician, physical therapists, 
occupational therapists, nurses, social workers, 
counselors and other trained personnel are inte- 
grated as a single force to assist the patient in 
reaching the maximum of his physical, emotional, 
social and vocational potentials. 

The first objective of rehabilitation is to elimi- 
nate the physical disability if that is possible; the 
second, to reduce or alleviate the disability to the 
greatest extent possible; and the third, to retrain 
the person with a residual physical disability ‘to 
live and to work within the limits of his disability 
but to the hilt of his capabilities.” 

Until the last fifty years, the saving of human 
life as the traditional and cherished goal of medi- 
*An address delivered at the Seventh Annual Research 


Day at Rhode Island Hospital, Providence, Rhode Island, 
April 16, 1960. 


cine was largely a matter of saving individual pa- 
tients. With the first half of the twentieth century, 
the whole character of medicine’s traditional goal 
was changed. The expansion of research into the 
etiology and therapy of communicable and infec- 
tious diseases “struck specifics.”” The establishment 
of new and effective public health measures and 
the rich findings in the basic fields reported else- 
where in this publication gave the life-saving func- 
tions of medicine mass proportions. 

These combined with similar advances in the 
greater availability of medical and hospital care, 
improved nutrition, increased education, better 
housing and all the contributing factors to our 
unprecedented current standard of living mean 
hundreds of thousands of persons are alive today 
who would have died at the turn of the century with 
the same medical problems. Yet many of them have 
not come out unscathed. They have survived only 
to find themselves confronted with residual disa- 
bility. The paraplegic whose back is broken in a 
fall does not die today as he would have fifty years 
ago. He has strong arms, an active mind and a 
burning desire to live the best life he can with what 
he has left. Antibiotics control the upper respira- 
tory and urinary infections of the severely involved 
cerebral palsied youngster who would have suc- 
cumbed before their development. He seeks his 
place in society. The survivors of infection get 
their share of the degenerative diseases. These are 
present-day problems which must be solved. 

The day-to-day experience of all practicing phy- 
sicians shows that not only has there been a sub- 
stantial increase in the gross number of disabled 
persons, but that a growing percentage of our pop- 
ulation suffer from long-term illnesses and sub- 
stantial physical impairments. 

The rapid growth of rehabilitation services for 
the handicapped in Rhode Island is a part of a 
total pattern of an expanding community, national 
and global consciousness of social welfare, which 
is reflected in similar advances in all education, 
health, and social services. 

As in all great social movements, this increased 
interest in rehabilitation has been a result of the 
impact and recognition of increased needs—in this 
instance, the rapid increase in the developed parts 


of the world of the incidence of chronic disability 
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as a result of the increasing age of the population. 

Although some nations of the world still have 
pressing problems of communicable disease, and 
life expectancy rates vary from nation to nation, 
depending on the availability of medical care, pub- 
lic health measures, food supply, and the general 
standard of living. The trend in all nations is 
toward a greatly increased life expectancy, with 
the result that throughout the world our popula- 
tion is gradually becoming older. 

At the same time that the average age is advanc- 
ing in the developed parts of the world, a new con- 
cept of the dignity of man and the value of the 
worth of the individual is beginning to emerge in 
those nations of the world which do not have the 
benefits as yet of modern programs of public health 
and medical care. This new concept of the worth 
of the individual has been symbolized, and is find- 
ing its expression in many instances in the desire 
of these nations to institute programs of services 
for their physically handicapped. 

Rehabilitation has been defined as the ultimate 
restoration to the disabled person of his maximum 
capacity — physical, emotional, social and voca- 
tional. Implicit in this definition is the need for a 
team whose members can bring together a wide 
variety of skills and understandings. No one pro- 
fession can furnish all the services needed. Reha- 
bilitation is, rather, an area of specialized activity 
within a number of professional disciplines. 


The Physician’s Responsibility 

Until recent years, the great majority of the 
medical profession looked upon rehabilitation as 
an extracurricular activity of medicine, something 
dealing with social work and vocational training, 
but something which had little concern, and which 
held but few implications for medicine. Today, 
however, that trend is being reversed, and although 
there are still many physicians who are unfamiliar 
with the aims and procedures of rehabilitation, more 
and more medicine is beginning to recognize that 
medical care cannot be considered complete until 
the patient with a residual physical disability has 
been trained “to live and work with what he has 
left.” Except in a few isolated instances, the phys- 
ically handicapped person must be retrained to walk 
and travel, to care for his daily needs, to use normal 
methods of transportation, to use ordinary toilet 
facilities, to apply and remove his own prosthetic 
devices and to communicate either orally or in writ- 
ing. These are such simple things that they are fre- 
quently overlooked, but the personal, vocational, 
and social success of the handicapped person is 
dependent upon them. 

The practice of rehabilitation for the general 
practitioner, the orthopedic surgeon, or for any 
doctor, begins with the belief in the basic philosophy 
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that the doctor’s responsibility does not end when 
the acute illness is ended or surgery completed ; it 
ends only when the individual is retrained to live 
and work with what is left. This basic concept of 
the doctor’s responsibility can be achieved only if 
rehabilitation is considered an integral part of med- 
ical services. Any program of rehabilitation is only 
as sound as the basic medical and surgical service 
of which it is a part. The diagnosis and prognosis 
must be accurate, for it is upon them that the feasi- 
bility of retraining is determined. 


Rehabilitation Services in Hospitals 

Although some outstanding rehabilitation pro- 
grams in various parts of the world have demon- 
strated that rehabilitation to the point of self-care 
and even to full or limited employment is possible 
for many of the chronically ill who have been hos- 
pitalized for long periods, patients in few hospitals 
receive comprehensive rehabilitation service. Hos- 
pitals complain that the chronically ill are respon- 
sible for their overcrowded conditions, but few of 
them provide the third phase of medical care which 
will permit many of these patients to leave the 
hospital. 

It is only within the general hospital that such 
services can be brought to the patient at the earliest 
possible time, and costly and damaging physical, 
emotional, social and vocational sequelae of the 
acute disease process or trauma be alleviated or 
minimized. 

To ignore the development of rehabilitation serv- 
ices within general hospitals is to guarantee the 
continued deterioration of many less severely dis- 
abled persons until they, too, reach the severely 
disabled and totally dependent category. The neg- 
lect of disability is far more costly than an early 
aggressive program of rehabilitation which restores 
the individual to the highest possible level of phys- 
ical, economic, social and emotional self-sufficiency. 

Nearly fourteen years of experience in the first 
comprehensive rehabilitation in a general civilian 
hospital (Bellevue Hospital, New York City) to- 
gether with extended observation and study of 
other general hospitals indicate that rehabilitation 
services within the hospital can best be provided by 
the organization of a “bed service” which has a 
relationship to the other hospital services similar 
to that of the X ray and laboratory divisions. 

For example, in Bellevue Hospital the rehabili- 
tation service provides consultants for each of the 
other major services as orthopedics, pediatrics, sur- 
gery, and neurology. Its resident and visiting staff 
regularly makes rounds with the resident and visit- 
ing staff of these services. Its staff may, for ex- 
ample, see a patient in consultation before his leg 
is removed, indoctrinating him as to what he must 
expect, why he cannot keep his stump on a pillow, 
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why he has to lie on his abdomen. Medical respon- 
sibility during the period of definitive care, of 
course, rests with the initial or admitting service. 
As soon as the stitches are removed, the patient is 
transferred to a rehabilitation ward. At this time, 
the rehabilitation service assumes the major re- 
sponsibility for his care, fitting of the prostheses, 
and training in their uses. The roles are now 
reversed ; the surgical service has become the con- 
sulting service. 

Prior to the actual transfer of the patient to a 
rehabilitation ward, however, he attends one of the 
rehabilitation service’s semi-weekly evaluation 
clinics, where his problem is analyzed and discussed 
by all members of the staff-physical therapists, oc- 
cupational therapists, nurses, vocational counselors, 
speech therapists, social workers and psychologists 
—as well as the resident and visiting medical staff. 

The decision as to the feasibility of transferring 
the patient to the rehabilitation service is then made 
on the basis of the service’s ability to contribute to 
his over-all physical, emotional, social and voca- 
tional rehabilitation. 

Rehabilitation during the first quarter of the cen- 
tury was characterized by the development of 
orthopedic surgery, physical therapy, and occupa- 
tional therapy, all outgrowths of World War I. 
Under the stimulus of World War II, the second 
quarter of the century has seen a recognition that 
the problems medicine faces in meeting the grow- 
ing incidence of chronic disease and disability ex- 
tend far beyond any medical specialty; they are 
problems which must be faced and solved by medi- 
cine as a whole. The concept of rehabilitation and 
the basic technics must be made a part of the arma- 
mentarium of all physicians, for regardless of the 
type of disability, the responsibility of the physi- 
cian to his patient cannot end when the acute injury 
or illness has been cared for. Medical care is not 
complete until the patient has been trained to live 
and to work with what he has left. 

If any major attack is to be made on the prob- 
lems of chronic disability, the general hospital and 
the individual practicing physician must be the 
focal points of that attack. It is only in doctors’ 
offices and in general hospitals that such services 
can be brought to the patient at the earliest pos- 
sible time and that the costly and damaging phys- 
ical, emotional, social and vocational sequelae of 
the acute disease process or trauma may be alle- 
viated or minimized. 

Rehabilitation of the chronically ill and the 
chronically disabled is not just a series of restora- 
tive techniques—it is a philosophy of medical re- 
sponsibility. Failure to assume this responsibility 
means to guarantee the continued deterioration of 
many less severely disabled persons until they, too, 
reach the severely disabled and totally dependent 
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category. The neglect of disability in its early stages 
is far more costly than an early aggressive program 
of rehabilitation which restores the individual to 
the highest possible level of physical, economic, 
social and emotional self-sufficiency. 


CONGENITAL HEART DISEASE 

concluded from page 382 
had to do a second correction on one patient. It is 
also of interest to note that the patient who had to 
have the patch placed in a second time had a pulmo- 
nary artery pressure of 60 mm. of mercury both 
before and after the second closure. This might 
mean that severe vascular damage had been pres- 
ent in this child’s pulmonary vascular tree for many 
years. 

This has been a hurried discussion of some of 
the more common congenital anomalies, but I hope 
it has indicated the progress made in surgery of 
the heart. In this developmental stage of heart sur- 
gery, we are now directing our attention to the 
more precise surgical repair of heart lesions and 
perhaps to the extension of these techniques to 
other organ systems. 
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PNEUMONIA DUE TO GRAM-NEGATIVE BACILLI* 
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| Avucust or 1959, Mrs. A. S., a forty-three- 
year-old housewife, was in good health. Sud- 
denly she became sick. She developed a sharp pain 
in the chest, cough, and fever which rose over 
the next four days to a height of 104.6°. She was 
brought to the hospital where she was found to 
have signs of consolidation in the left lower lobe 
of her lung, and the diagnosis of pneumonia was 
confirmed by X ray. Her white-cell count was only 
10,500, but there were 80 per cent polymorphonu- 
clears. She was started on penicillin parenterally, 
but she continued to run a spiking fever to 105° 
for four more days; and a repeat X ray showed 
extension of the pneumonia. At this point a sputum 
culture, taken on admission, was reported. It 
showed a pure culture of aerobacter aerogenes, 
very sensitive to chloromycetin and the tetracy- 
clines, and resistant to penicillin, streptomycin, and 
erythromycin. Her treatment was therefore 
changed from penicillin to chloromycetin : Her tem- 
perature dropped to normal in one day, signs of 
pneumonia disappeared, and she continued to com- 
plete recovery. 

It was a few experiences such as this that sug- 
gested investigation of the frequency of pneumonia 
caused by certain Gram-negative bacilli, including 
aerobacter, proteus, pseudomonas, and_ paracolo- 
bacterum. There is not much on the subject in the 
literature. An article as recent and authoritative as 
that by Hall in the January, 1959, MepicaL 
Ciinics oF NortH America! lists the various 
pathogens causing pneumonia, but makes no men- 
tion of the types referred to above. Occasional ref- 
erences” occur to “mixed infections” best treated 
with combinations of antibiotics, not by penicillin 
alone. Only Finland?® clearly points out the rise in 
the number of serious infections due to this general 
group of organisms which has occurred since the 
advent of penicillin and even more since the tetra- 
cyclines were introduced. 

For the present investigation, twenty-two pa- 
*From the Department of Medicine, Rhode Island Hos- 

pital, Providence, Rhode Island. 


tients were found who had pneumonia due to one of 
the Gram-negative organisms noted above during 
the year 1959 in a 600-bed general hospital. Criteria 
for inclusion in the group were: signs and symp- 
toms of pneumonia, usually confirmed by X ray, 
and a sputum culture showing as the predominating 
organism one of those noted above. These cultures 
were later confirmed by post-mortem bacteriology 
in those cases coming to autopsy. No cases were 
included where sputum cultures showed pneu- 
mococci or Staph. aureus, or where there was any 
reasonable doubt that the organism in question 
exerted the major etiological role in the pulmonary 
infection. No cases were included in which the 
pneumonia was merely a terminal incident or a 
minor complication of a separate disease state. All 
were genuine pneumonias which, in the pre-anti- 
biotic era one would have assumed were due to 
the pneumococcus in the great majority of cases. 

On analyzing the group, it was found that the 
individual patient varied all the way from an in- 
stance of acute fulminating disease in a healthy 
adult, so dramatically portrayed by the case re- 
ported above, to the picture of a separate disease 
adding to the problems of an old or otherwise 
severely weakened patient. There were two infants, 
nine and six months of age; otherwise the average 
age was sixty-eight years. Twelve of the twenty- 
two patients—a majority—had no other diagnosis 
than pneumonia, while ten had some other serious 
disease. Such diseases included carcinoma of vari- 
ous sites in three, myocardial infarction in two, 
brain injury in two, chronic pulmonary disease in 
two, and chronic jaundice in one. Six of this group 
died as opposed to only three of the twelve uncom- 
plicated pneumonias. 

The various organisms responsible for the pneu- 
monia in each case are listed separately in Table I. 























TABLE I 
Predominating Organism Instances 
in Sputum Culture Found 
Aerobacter aerogenes ..... 8 
Proteus (various species ) 5 
Paracolobactrum aerogenoides . 3 
Paracolobactrum coliforme 2 
E. coli 1 
E. freundii al 
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The eight cases due to aerobacter aerogenes seem 
of special interest because of the close cultural rela- 
tionship of the organism with the Klebsiella or 
Friedlaender’s bacillus. Particular care was taken 
in the laboratory in making the differentiation, and 
the organisms listed as aerobacter can be regarded 
as such with certainty. What does seem probable is 
that a hitherto relatively benign species has begun 
to take on some of the characteristics of its more 
virulent cousin. 

Sensitivity tests of each organism to various 
commonly used antibiotics were done in almost 
every case, and the results of any change in medi- 
cation following receipt of this information were 
noted. The results were illuminating. In ten pa- 
tients the culture report proved very helpful: 
usually the therapy was changed (as from penicillin 
to chloromycetin ) and the patient took a dramatic 
turn for the better. On the other hand, four pa- 
tients did well in spite of therapy with antibiotics 
to which their organism was resistant in vitro. In 
four patients the effectiveness of therapy was dif- 
ficult to assess, and ina final group of four patients 
death occurred, probably as a result of disregard- 
ing information gained from bacteriology. 

A tabulation of the significant facts in the his- 
tories of the twenty-two patients is presented in 
Table II. A few comments about it may be helpful. 
Of the five cases in which X rays are listed as not 
taken or doubtful, three were so ill that it was 
thought unsafe to move them to X ray, and in all 
there was sufficient other evidence to make a defi- 
nite diagnosis of pneumonia. In looking at the 
white-cell count, it is seen that nine of the twenty- 
two are under 12,000, and that of these, most but 
not all have an elevated percentage of polymorpho- 
nuclears. In this small series no prognostic sig- 
nificance can be found in a high or low white-cell 
count. Nor is one organism found most frequently 
in fatal cases: all seem potentially dangerous. 

In Case 1 the cultures are interesting because 
they represent the only instance observed of change 
in an organism’s sensitivities during treatment. 
Pseudomonas aeruginosa was found in the two 
sputum cultures and at autopsy in the areas of 
consolidation in the lung. On its first isolation it 
was found very sensitive to chloromycetin, the 
tetracyclines, and streptomycin. After ten days’ 
treatment with achromycin, it was found to be 
resistant to chloromycetin and all the tetracyclines 
but still sensitive to streptomycin and to sulfadia- 
zine and Kanamycin. The patient’s downhill course 
continued in spite of all combinations of antibiotics 
used subsequently. In general, from the study of 
this group it seems that chloromycetin is more often 
successful in these infections than other members 
of the “broad-spectrum” antibiotics. 

Case 22 differed from the others in that she had 
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two episodes of pneumonia, apparently due to dif- 
ferent organisms. The first, with which she entered 
the hospital, was not associated with any significant 
organisms in the sputum, and responded satisfac- 
torily to penicillin. After four days of normal tem- 
perature, and while still under treatment with 
penicillin, her temperature rose again to 104°, 
there were recurrent signs of pneumonia, and 
sputum culture now showed Gram-negative rods 
in smear and E. Freundii on culture. Change to 
treatment with chloromycetin, to which the organ- 
ism was sensitive, again produced a drop in fever 
and improvement in her pneumonia. 

It is hard to explain the good results in Case 3. 
This patient made a good apparent response to peni- 
cillin, with fall in temperature and subsidence of 
signs, in spite of the fact that his organism—an 
aerobacter—was resistant to penicillin in vitro. 
Perhaps the large doses used (2.4 million units a 
day) had something to do with it, or perhaps there 
was another infectious agent not identified. Cul- 
tures and sensitivities in vitro are not infallible. 

More often it was noted how sharply the patient’s 
course changed for the better after a shift in medi- 
cation to conform to the reported sensitivities of 
the organism. This change was usually apparent 
within twenty-four hours. If the patient was doing 
poorly with his initial medication, instead of wait- 
ing for the laboratory slip to be returned, some- 
times preliminary information could be obtained 
from the bacteriologist. Thus, a day or two could 
be saved that was of great importance. In Case 20 
for instance, if he had been shifted to chloromy- 
cetin earlier and not continued for five days on 
achromycin, to which his organism was resistant, 
he might have had more chance of recovery. Not 
noting or acting on the evidence obtained from the 
laboratory, with continued downhill course of the 
patient, is inexcusable. Case 8 is one such, and there 
are two or three others in the list. 

That the number of these cases of pneumonia 
due to Gram-negative bacilli is on the increase in 
the past few years, there can be no doubt. Their 
occurrence agrees well with Finland’s studies of 
infections at the Boston City Hospital? over a 
period of twenty years showing not a diminution 
in infections in general but a shift from those caused 
by pneumococci and streptococci to those due to 
organisms such as we have discussed here. What 
causes this shift, whether stimulus to growth by the 
suppression of organisms sensitive to penicillin and 
the tetracyclines, is pure speculation. From a prac- 
tical point of view, however, it is important to 
recognize that these new types of infection are 
occurring, and to diagnose them by appropriate 
methods, since the majority can be so greatly 
helped by so doing. 





concluded on page 392 
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aeruginosa tetra, strep. in lung (p.m.) 
283° F ot 245. 75 = proteus chloro, pen, then Recovery after change 
mirabilis strep. chloro. in Rx. 
391 M + + 26 90 ~ aerobacter chloro, pen, (2.4 mil- Recovery 
tetra, strep. lion U./day) 
463 F + 4+ 10 91 _ aercbacter chloro, chloro. Slow recovery 
tetra. 
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mirabilis 
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disease aeruginosa only gantrisin lung (p.m.) 
1775 M+ — 15 82 myocardial aerobacter chloro, pen-strep. Died 5th day 
infarction tetra, strep. 
18 70 M+ + 13 8&4 Ca. bowel, aerobacter — — Died. Early pneumonia 
tongue ( p.m.) 
19 54M + + 21 79 Jacksonian proteus chloro, chloro, Recovery 
epilepsy morgani tetra, strep. penicillin 
20 52 M+ + 6 94 bronchogen paracolo- chloro, achro, then Died on 7th day 
a; bacterum strep. chloro. 
21 63 F + — 14 74 paracolo- chloro, chloro. Good recovery 
bacterum sulfa 
22 9% F+4+ii15 79 - E. Freundii — chloro, chloro. Drop in fever, but death 


10 days later 


























Editorials 





MEDICAL SCHOOL ENROLLMENT 


REPORT recently issued by the New England 
Board of Higher Education reveals that in 
each of the past three years the number of New 
England students enrolled in all six of the area’s 
medical schools has steadily declined from 953 in 
1956 to 836 in 1959, a 12.3% decrease. The number 
specifically from Rhode Island has declined from 
61 to 48. 

To correct this trend the Board proposed to the 
six state legislatures in the area that they grant to 
each of the six medical schools $2500 per year for 
each student enrolled from that state in excess of 
the number enrolled in 1956. The plan was adopted 
by Maine, New Hampshire, Vermont, and Massa- 
chusetts in 1957, and by Rhode Island in 1959. 

The report states : “Originally it was the hope of 
the Board that under this plan all New England 
schools would increase the number of New Eng- 
landers enrolled to some small degree, and that the 
total effort might add the equivalent of one small 
medical school to the number of places available for 
the residents of the region. This hope has not been 
realized.” Perhaps the hope was naive. Certainly 
the more powerful schools would not be influenced 
by financial considerations, certainly of such nomi- 
nal proportions, in making their choices. Only the 
University of Vermont showed more than token 
increase in the number enrolled (37), while the 
other schools varied from nil (Harvard, Tufts and 
Boston University ), to 3 (Dartmouth 1, Yale 3), 
certainly within the limits of normal fluctuation. 

A ten-year survey by the Board shows that of 
all New England states only Connecticut equaled 
and Vermont exceeded the national average in the 
ratio of first year students to the total population 
entering the first year of medical school. With a 
national average of 4.8 per 100,000, Vermont was 
highest with 6.5, Rhode Island below average with 
4.0, and Maine lowest in New England with 2.6. 
Although New England as a whole, and Rhode 
Island in particular, fell below the national aver- 
age, the decrease in the number of medical school 
candidates is, nevertheless, a national phenomenon. 
This national trend was emphasized in a recent 
excellent summary of the problem in the WALL 
STREET JOURNAL (April 13, 1960). 


While the need for more doctors is pressing, the 
best young brains are being attracted to industry 
and science. The long period of training and the 
great expense, as contrasted with the relatively 
shorter period of training and the immediate attrac- 
tive salaries offered by business and industry, dis- 
courage promising college students from embark- 
ing on a medical career. The pressures to lower fee 
schedules, to socialize medical practice, and to bring 
in third parties between patient and doctor also 
undoubtedly give many ambitious and independent 
young people pause. The Federal scholarship pro- 
gram proposed by Representative John E. Fogarty 
we feel has great merit. The newfangled experi- 
mental programs introduced in several medical 
schools in an attempt to shorten the collegiate- 
medical program from eight to six years are, on 
the other hand, extremely hazardous. Certainly it 
will avail little if we bargain time for maturity and 
a broad liberal education. 

These columns have on several previous occa- 
sions commented on the need for additional med- 
ical teaching installations and the advantages of 
establishing a medical school in Rhode Island. This 
will accomplish little if students in sufficient num- 
bers and of outstanding caliber are not attracted. 
Grants to students will help. A lessening of the 
persistent political pressures for the socialization 
of medical practice will undoubtedly help more. 


DOCTORS ARE PEOPLE, TOO 

Most persons probably think of their physician 
only at a time when illness befalls them. Otherwise 
the doctor is presumably a person financially well 
off, always healthy, and, in short, immune to the 
vicissitudes that plague the rest of mortals. 

But doctors are people, too, and they face the 
same daily conflicts, struggles and even disasters 
that can touch the life of anyone, however great 
or however noble. 

The report of the trustees of our own Society’s 
Benevolence Fund to the House of Delegates re- 
cently brings forcefully to our attention again the 
fact that personal misfortune can and does strike 
the physician. The trustees reported that four mem- 


bers of the Society had been given token aid during 
concluded on next page 
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the past year because they were disabled and unable 
to engage in the practice of medicine. 

The Benevolence Fund offers every able mem- 
ber of the Society to reach out a helping hand to a 
colleague faced with ill health or disability, and the 
annual appeal for donations to the Fund should not 
necessitate periodic repeating during the year. 

If you haven't given to the Benevolence Fund in 
1960, or even if you have already donated, why 
not consider a gift now? Contributions should be 
sent directly to the Society, payable to the Benevo- 
lence Fund. 


DENTAL CARE IN THE NORTHEAST 
REGION 

Two recent reports, one on the problem of New 
England medical-dental school enrollments and the 
other on the utilization of dental services through- 
out the nation, present some interesting and pro- 
vocative statistical data regarding dental care in 
the Northeastern states. 

The New England Board of Higher Education, 
in its report on its regional medical-dental educa- 
tion plan for the three-year period 1956 through 
1959, states that there has been only a very slight 
increase—2.1%—in the number of New England 
students enrolled in the region's two dental schools. 
The total enrollment went from 333 to 340. 

The Board also cites from a report of the Sur- 
geon-General’s consultant group on medical edu- 
cation that to arrest the decline in the national ratio 
of dentists to population from its 1959 level the 
output of the equivalent of 22 to 27 new dental 
schools will be needed by 1975. An earlier study, 
the Board reported, indicates that New England 
students now claim a smaller share of the nation’s 
total dental classroom spaces than they did for- 
merly, and that within this Northeast region there 
are only 1.2 freshman spaces per 100,000 popula- 
tion, as compared with a national average of 2.1. 
And yet, the Board notes, the region enjoys a 
favorable dentist-population ratio as compared 
with the nation as a whole, just as it does for 
physicians. 

For statistics on the utilization of dental services 
we are indebted to the U. S. Department of Health, 
Education and Welfare which recently issued a 
fact-finding report, Dental Care—Volume of visits, 
based on nation-wide studies over a two-year 
period from July, 1957 to June, 1959. 

During this two-year span it was estimated that 
the people of the United States made approximately 
517 million dental visits, an average of 1.5 visits per 
person per year. Selected findings of this survey 
indicated that the rates of dental visits were affected 
by several important factors. For one, the economic 
status of the family, for another, the residence, and 
third, the education of the family. 
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Members of families having an annual income «f 
less than two thousand dollars made an average of 
0.7 dental visits per year as compared with a rate 
of 2.5 for those in families with an income of 
$7,000. 

People living inside urbanized areas, which 
roughly means those living in and around large 
cities, made an average of 1.9 dental visits per year, 
while the rural area resident made only 0.8 visits. 
Likewise, nationally, the various regions reflected 
differences in their interest in dental care, as evi- 
denced by the fact that persons in the Northeast 
region averaged more dental visits than persons in 
any of the other regions. The West had the second 
highest, the North Central region the third highest. 
The South showed an average of only 1.0 visits. 

Education evidently is more effective in the 
Northeast, for the findings of the federal survey 
show that where the head of the family had com- 
pleted at least one year of college family members 
averaged 2.4 dental visits per person per year, a 
rate four times that found for persons in families 
where the family head had less than five years of 
formal schooling. 

The expanding population of the country will 
undoubtedly necessitate the enlargement of present 
dental schools, as well as the establishment of new 
schools. But it is heartening to note that the North- 
east region does have a favorable dentist-popula- 
tion ratio since its population is both educated to 
the need for, and desirous of, good dental care. 





PNEUMONIA DUE TO GRAM-NEGATIVE BACILLI 
concluded from page 389 
SUMMARY 
A series of twenty-two patients with pneumonia 
due to certain Gram-negative bacilli is presented, 
together with discussion of the diagnosis and 
treatment. 
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HOUSE OF DELEGATES 
of the 
RHODE ISLAND MEDICAL SOCIETY 


Report of Meeting Held on April 27, 1960 





ore of the House of Delegates convened 
at the Medical Library of the Rhode Island 
Medical Society on Wednesday, April 27, 1960. 
The meeting was called to order by the president, 
Doctor Alfred L. Potter at 8:12 P.M. 

The following delegates were in attendance: 

BRISTOL COUNTY: Robert W. Drew, M.D. 
KENT COUNTY: Peter C. H. Erinakes, M.D.; 
Edmund T. Hackman, M.D.; George L. Young, 
M.D. NEWPORT COUNTY: Philomen Ciarla, 
M.D.; Richard Knowles, M.D. PAWTUCKET 
DISTRICT: Alexander Jaworski, M.D.; Robert 
Hayes, M.D.; Harry Hecker, M.D. ; Bencel Schiff, 
M.D. WASHINGTON COUNTY: No delegates 
present. WOONSOCKET DISTRICT: Edward 
B. Medoff, M.D.; Joseph A. Bliss, M.D. OF FI- 
CERS OF THE RIMS (other than delegates) : 
Alfred L. Potter, M.D.; Samuel Adelson, M.D.; 
Earl J. Mara, M.D.; Arthur E. Hardy, M.D. 
IMMEDIATE PAST PRESIDENT OF RIMS: 
Francis B. Sargent, M.D. PROVIDENCE MED- 
ICAL ASSOCIATION: Robert R. Baldridge, 
M.D.; Irving A. Beck, M.D.; J. Robert Bowen, 
M.D.; Bertram H. Buxton, Jr., M.D.; Wilfred 
I. Carney, M.D.; Francis H. Chafee, M.D.; Wil- 
liam J. H. Fischer, M.D.; Henry B. Fletcher, 
M.D.; Warren W. Francis, M.D.; Frank Fratan- 
tuono, M.D.; Seebert J. Goldowsky, M.D.; Stan- 
ley Grzebien, M.D.; John C. Ham, M.D.; Frank 
I. Matteo, M.D.; Joseph G. McWilliams, M.D.; 
William S. Nerone, M.D.; Francis W. Nevitt, 
M.D.; Carl S. Sawyer, M.D.; Stanley D. Simon, 
M.D. 

Also present were the following : Doctor Harold 
Williams, Chairman of the Mental Health Com- 
mittee ; Doctor Peter L. Mathieu, Chairman of the 
Social Welfare Committee; Doctor Richard 
Kraemer, delegate to the A.M.A. meeting on plans 
for the White House Conference on Aging, and 
John E. Farrell, Sc.D., executive secretary. 


REPORT OF THE SECRETARY 
Doctor Hardy noted that his report was included 
in the handbook and if there were any questions 
regarding any of the actions of the Council he 
would be pleased to answer them. 
ACTION: It was moved that the report of the 


secretary be approved and placed on file. The mo- 
tion was seconded and adopted. 


NOMINATIONS FOR OFFICERS AND 
STANDING COMMITTEES FOR 1960-1961 

The secretary noted that the handbook included 
a ballot submitted by the Council as a nominating 
committee, listing its recommendations for officers 
and standing committees for 1960-1961. 

The president announced that nominations could 
be made from the floor of the House by any mem- 
ber. There were no counter nominations. 

ACTION: It was moved that the slate of offi- 
cers and standing committee members as submitted 
to the House by the Council be approved and the 
officers and committee men be declared elected. The 
motion was seconded and passed. 


COMMUNICATIONS 

The secretary read a communication from the 
American Medical Association regarding a national 
group annuity program and an A.M.A. group dis- 
ability insurance program. 

The proposals were discussed by members of 
the House. 

ACTION : It was moved that the House express 
its opinion that the A.M.A. should study plans for 
a group annuity program and present them to the 
constituent state medical associations for their con- 
sideration; and further that the A.M.A. should 
report on group disability insurance programs but 
that such programs should not replace those already 
existing under state association sponsorship. The 
motion was seconded and adopted. 


*x* * * 


The secretary presented a communication from 
the Council of the New England State Medical 
Societies relative to recommended procedures for 
voting by members of the Council. The communica- 
tion was discussed by members of the House. 

ACTION : It was moved that the House of Dele- 
gates recommend to the Council of the New Eng- 
land State Medical Societies that : 

“Each state society shall be entitled to have 
three voting representatives present at each 


meeting, but shall have but one vote as a society. 
continued on page 396 


<2. “tonal 

















Swe 


a mustache 1s to wear on Halloween 








fee ~ * 


a face is something to have on the front of your head 





REDISOL 1s so kids have better appetites 


Redisol (Cyanocobalamin, crystalline vitamin Biz) often stimulates children’s appetites with consequent weight gain. 
Tiny Redisol Tablets (25, 50, 100, 250 mcg.) dissolve instantly in the mouth, on food or in liquids. 

Also available: cherry-flavored Redisol Elixir (5 mcg. per 5-cc. teaspoonful); Redisol Injectable, 
cyanocobalamin injection USP (30 and 100 mcg. per cc., 10-cc. vials and 1000 meg. per cc. in 1, 5 and 10-ce. vials). 


Drawings reproduced from A Hole Is to Dig”, copyright by Ruth Krauss and Maurice Sendak, published by Harper & Brothers. 
For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
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“That decisions of the Council must be sub- 
mitted to the governing bodies of the constituent 
societies for approval, unless such governing 
bodies empower their voting representatives to 
the Council to act with final authority. 

“Tf one or more of the societies reject any deci- 
sion within 90 days from the date the report of 
the decision is mailed to said societies, that deci- 
sion must be reconsidered at the next meeting of 
the Council.” 

The motion was seconded and adopted. 


FELICITATIONS TO 
DOCTOR FRANCIS B. SARGENT 

Doctor Samuel Adelson reported to the House 
that Doctor Francis B. Sargent, immediate past 
president of the Society, had been elected on April 
24 for a two-year term as president of the Council 
of the New England State Medical Societies. 

ACTION: A motion that the House felicitate 
Doctor Francis B. Sargent upon his election as 
president of the Council of the New England State 
Medical Societies was unanimously adopted. 


RESOLUTIONS FROM 
DISTRICT MEDICAL SOCIETIES 
The president asked if there were any resolu- 
tions from any of the district medical societies to 
be submitted to the House. There were no resolu- 
tions submitted. 


REPORT OF DELEGATE TO A.M.A. 
CONFERENCE ON PLANS FOR 
WHITE HOUSE CONFERENCE ON AGING 

Doctor Richard Kraemer gave a brief summary 
report of the meeting held in Chicago the weekend 
of April 22 and 23 relative to state association par- 
ticipation in the White House Conference on Aging 
scheduled for January, 1961. He reported that the 
A.M.A. conference enabled the state medical so- 
ciety representatives to meet and review the prog- 
ress regarding studies on the care of the aging 
under way in the various states. 

He noted that on the committee of one hundred 
in Rhode Island there are nine physicians. 

He also indicated that the reports from the states 
will undoubtedly have a tremendous bearing on the 
final report emanating from the White House Con- 
ference. He noted that politicians have created a 
problem out of proportion to its actual value and 
he cited as an example the weighting of evidence 
in the reports issued following the McNamara 
hearings. 

Doctor Kraemer stated that a complete report 
of his observations at the A.M.A. conference 
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would be submitted in writing to the Society at « 
later date. 
x Ok Ok 


Doctor Potter congratulated Doctor Kraemer on 
his excellent work as a member of the Society's 
Committee on Aging and on his service as dele- 
gate to the A.M.A. Conference. 


REPORTS OF COMMITTEES 
BENEVOLENCE FUND 

Doctor Potter noted that the report of the trus- 
tees of the Benevolence Fund was published in the 
handbook. 

ACTION: It was moved that the report of the 
trustees of the Benevolence Fund be approved and 
placed on file. The motion was seconded and 
adopted. 


BLOOD BANKS 

Doctor Potter noted that the report of the chair- 
man of the Blood Banks Committee was published 
in the handbook. 

ACTION: It was moved that the report of the 
chairman of the Blood Banks Committee be ap- 
proved and placed on file. The motion was seconded 
and adopted. 


CHILD-SCHOOL HEALTH 

Doctor Potter noted that the report of the chair- 
man of the Child-School Health Committee was 
published in the handbook. 

ACTION: It was moved that the report of the 
chairman of the Child-School Health Committee 
be approved and placed on file. The motion was 
seconded and adopted. 


DIABETES 

Doctor Potter noted that the report of the chair- 
man of the Diabetes Committee was published in 
the handbook. 

ACTION: It was moved that the report of the 
chairman of the Diabetes Committee be approved 
and placed on file. The motion was seconded and 
adopted. 


HOSPITALS AND PROFESSIONAL 
RELATIONS 

Doctor Potter noted that the report of the chair- 
man of the Committee on Hospitals and Profes- 
sional Relations was published in the handbook. 

ACTION: It was moved that the report of the 
chairman of the Committee on Hospitals and Pro- 
fessional Relations be approved and placed on file. 
The motion was seconded and adopted. 




























sD AIS AIRS Sot a at Sa bees 




















JUNE, 1960 


INDUSTRIAL HEALTH 

Doctor Potter noted that the report of the chair- 
man of the Industrial Health Committee was pub- 
lished in the handbook. 

ACTION: It was moved that the report of the 
chairman of the Industrial Health Committee be 
approved and placed on file. The motion was sec- 
onded and adopted. 


LIBRARY 

Doctor Potter noted that the report of the chair- 
man of the Library Committee was published in 
the handbook. 

ACTION: It was moved that the report of the 
chairman of the Library Committee be approved 
and placed on file. The motion was seconded and 
adopted. 


MEDICAL DEFENSE AND GRIEVANCE 

Doctor Francis B. Sargent, chairman of the 
Committee on Medical Defense and Grievance, 
made a brief oral report on the work of his com- 
mittee during the past year. He also stated that the 
committee is planning to send out a letter to each 
member of the Society to inform him of the many 
problems involved in professional liability actions. 


MEDICAL ECONOMICS 
Doctor Stanley D. Simon, chairman of the Med- 
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ical Economics Committee, discussed the section 
of his report relative to the Federal Employees 
Health Benefits Program. 

The House considered the various phases of the 
federal employees health benefits plan in executive 
session. The records of this part of the meeting are 
made part of the official minutes on file with the 
Society and available for reading by any member 
on application to the Secretary. 

It was moved that the report of the Committee 
on Medical Economics be approved and placed on 
file. The motion was seconded and passed. 


MENTAL HEALTH 


Doctor Potter noted that the report of the chair- 
man of the Mental Health Committee was published 
in the handbook. 

ACTION: It was moved that the report of the 
chairman of the Committee on Mental Health be 
approved and placed on file. The motion was sec- 
onded and adopted. 


PERINATAL MORTALITY 


Doctor Potter noted that the report of the chair- 
man of the Perinatal Mortality Committee was 
published in the handbook. 

ACTION: It was moved that the report of the 


chairman of the Committee on Perinatal Mortality 
continued on page 400 
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be approved and placed on file. The motion was 
seconded and adopted. 


PUBLIC POLICY AND RELATIONS 

Doctor Potter noted that the report of the chair- 
man of the Committee on Public Policy and Rela- 
tions was published in the handbook. 

ACTION: It was moved that the report of the 
chairman of the Committee on Public Policy and 
Relations be approved and placed on file. The mo- 
tion was seconded and adopted. 


SCIENCE FAIR 

Doctor Potter noted that the report of the chair- 
man of the Science Fair Committee was published 
in the handbook. 

ACTION: It was moved that the report of the 
chairman of the Science Fair Committee be ap- 
proved and placed on file. The motion was seconded 
and adopted. 


SOCIAL WELFARE 

Doctor Peter L. Mathieu, chairman of the Com- 
mittee on Social Welfare, reviewed the report of 
his committee as submitted to the House in the 
handbook. He discussed the new forms for the 
reporting of physicians’ services to public assist- 
ance recipients. 

ACTION: It was moved that the report of the 
Committee on Social Welfare and the recommen- 
dations in it be approved. The motion was seconded 
and adopted. 


TEMPORARY DISABILITY INSURANCE 

Doctor Potter noted that the report of the chair- 
man of the Temporary Disability Insurance Com- 
mittee was published in the handbook. 

ACTION: It was moved that the report of the 
chairman of the Temporary Disability Insurance 
Committee be approved and placed on file. The 
motion was seconded and adopted. 


TRUSTEES OF THE MEDICAL LIBRARY 

Doctor Potter noted that the report of the chair- 
man of the trustees of the Medical Library was 
published in the handbook. 

ACTION: It was moved that the report of the 
chairman of the trustees of the Medical Library 
be approved and placed on file. The motion was 
seconded and adopted. 


VETERANS AFFAIRS 
Doctor Potter noted that the report of the chair- 
man of the Veterans Affairs Committee was pub- 
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lished in the handbook. 

ACTION: It was moved that the report of th: 
chairman of the Veterans Affairs Committee be 
approved and placed on file. The motion was sec- 
onded and adopted. 





WOMAN'S AUXILIARY 

Doctor Potter noted that the report of the presi- 
dent of the Woman’s Auxiliary was published in 
the handbook. 

ACTION: It was moved that the report of the 
president of the Woman’s Auxiliary be approved 
and placed on file and that Mrs. Yessian be com- 
mended for the excellent report submitted and for 
the fine leadership she has given the auxiliary dur- 
ing the past fiscal year. The motion was seconded 
and unanimously adopted. 


LEGISLATIVE REPORT 

The executive secretary distributed report No. 4 
of the Committee on Public Laws. He stated that 
until the General Assembly adjourns the Commit- 
tee on Public Laws could not issue a final listing 
on the legislative proposals that had been intro- 
duced. He called particular attention to House Bill 
1098 which would permit chiropractors to treat 
beneficiaries of Public Assistance in Rhode Island, 
and he also directed attention to the legislative pro- 
posals for a state personal income tax and for 
Forand-type old age benefits through the Tem- 
porary Disability Program. 


MISCELLANEOUS BUSINESS 
Doctor Alexander Jaworski addressed the House 
briefly, relating the work of the Economics Com- 
mittee of the Pawtucket Medical Association which 
is reviewing the mechanism involved in establish- 
ing a relative value fee schedule for the charges 
of physicians. 


ADJOURNMENT 
The House was adjourned at 10:15 p.m. 
Respectfully submitted, 
ARTHUR E. Harpy, M.p., Secretary 
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COMMITTEE REPORTS TO THE HOUSE OF DELEGATES 
OF THE RHODE ISLAND MEDICAL SOCIETY 


April 27, 1960 





Report of the Secretary 

T A MEETING of the Council held since the Jan- 

A uary meeting of the House of Delegates the 

following actions were taken: 

1. A detailed report by the president of the 
Society was approved. This report cited the 
various activities carried forward by the So- 
ciety through its committees, many of whom 
are reporting to this House on their work. 

2. The Council was informed that the joint com- 
mittee of the Society and the Rhode Island 
Bar Association has been active in its review 
of the medical examiner statute for Rhode 
Island. 

3. The Council was also informed of the forma- 
tion, as the result of the action taken by the 
House of Delegates last September, of a Med- 
ical Economics Council to study the costs of 
health care in the state. 

4. The Council approved of the preliminary 

plans outlined by the chairman of the Com- 
mittee on the sesquicentennial of the Society 
to be held in 1961-62. 

. The Council registered the Society’s protest 
to the Governor on the proposal to increase 
the medical registration renewal from $1 to 
$25, on the grounds that the fee was not origi- 
nally established for the purpose of raising 
money for the state. 


wm 


6. 


~ 


The appointment of Doctor Richard Kraemer 
of Greenwood as the Society’s official dele- 
gate to an A.M.A. national conference on 
plans for the White House Conference on 
Aging was approved. 


N 


. The Council cited as its opinion that no phy- 
sician should employ a lay hypnotist in med- 
ical treatment for therapeutic purposes. 

8. The improvements to the Medical Library 
proposed and carried out by the trustees of 
the building were approved. 

9, The financial reports of the treasurer were 
reviewed and found in proper order by the 
professional auditors, and the Council voted 
that such professional audit be carried out in 
the future at the discretion of the Council or 
on request by the treasurer. 


10. The report of the subcommittee of the Coun- 
cil on Nominations was received, amended, 
and approved for submission to the House 
of Delegates on April 27. 

11. The secretary was instructed to notify the 
Governor that the opinion of the Council is 
that the office of state director of Health 
should be a full-time position for which ade- 
quate compensation should be awarded, and 
that consideration should be given to tenure 
of service to insure the continuance of high 
standards of public health in the community. 


12. Approval was given for the award of iden- 
tical prizes to six students for outstanding 
displays at the Rhode Island Schools’ Science 
Fair that relate to medical or health subjects, 
and a Science Fair Committee of Doctors 
Irving Beck, John F. W. Gilman, and Charles 
York was approved. 


ARTHUR E. Harpy, M.p., Secretary 


Benevolence Fund 


During 1959 the trustees of the Benevolence 
Fund of the Rhode Island Medical Society ex- 
tended financial assistance to four physicians and 
their families. In each instance the physician was 
disabled and unable to engage in practice. 

In addition, the trustees provided these four phy- 
sicians and their families with family Blue Cross 
coverage for the $20 per diem plan, and with family 
Physicians Service coverage under the “A” plan of 
that organization. 

The action of the House of Delegates in authoriz- 
ing an appeal to the membership with the mailing 
of the annual dues bill should aid greatly in provid- 
ing additional funds in the coming year to assist 
this program. In 1959, through the generosity of a 
large segment of the membership, plus sizable con- 
tributions by the Woman’s Auxiliary and the Prov- 
idence Medical Association, the Fund received a 
total of $4,835. Interest on the savings account, 
plus the cash balance from previous years, provided 
total assets of $8,997.67. Payments amounted to 
$3,153.60, leaving a cash balance on hand, January 
1, 1960, of $5,844.07. 


The financial report for 1959 is as follows: 
continued on next page 
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Cash balance, Savings Department, In- 

dustrial National Bank, January 1, 
$3,991.14 
4,835.00 


171.53 


Interest on savings account . 








Total Assets $8,997.67 
3enefits paid: 
In cash to four physicians $2,700.00 
Blue Cross-Physicians 
Service 453.60 
. $3,153.60 


Total 


Cash on hand, Savings Department, In- 
dustrial Nat’l Bank, January 1, 1960 $5,844.07 
The trustees again remind the membership that 
contributions to the Benevolence Fund are exempt 
from tax by ruling of the U. S. Treasury Depart- 
ment. 
Respectfully submitted, 


Davip FREEDMAN, M.D. 


Henry J. HANLEy, M.D. 
GEORGE W. WATERMAN, M.D. 
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Blood Bank 

There have been no meetings of the Blood Bank 
Committee as such during the past year. However, 
the Blood Bank directors of the state—who form 
the majority of this Committee’s membership— 
have met independently to organize a more formal 
statewide Rhode Island Blood Bank Association. 
This is in keeping with many other states through- 
out the country, and stems from the growth of 
blood banking, not only in scientific complexity, 
but in the necessity for closer co-operation between 
banks and the increases in blood or blood credit 
exchanges. 

Inspection of all banks requesting same will be 
accomplished this year by the undersigned as a 
designated inspector under the American Associa- 
tion of Blood Banks excellent Inspection and Ac- 
creditation Program. This will tend to insure high 
and uniform standards of performance and _ in- 
creased assurance to all Rhode Island banks in the 
matter of borrowing blood. 

Blood banking throughout the state is at a satis- 
factory level, but improvements can and are being 
accomplished. 

There are no further items at present which 
require the consideration of the Blood Bank Com- 
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mittee. 


Respectfully submitted, 
Enotp H. DaHLautist, JR., M.D., Chairman 


Child-School Health 
During the year 1959-1960, the Child-School 
Health Committee was concerned with a proposal 
from the Rhode Island Chapter of the National 
Association of Social Workers requesting that the 
Rhode Island Medical Society approve a preven- 
tive mental health program in the schools of the 
state which would be serviced by a school social 
worker. After consultation with the Committee on 
Mental Health of the Rhode Island Medical So- 
ciety, the committee felt that the present system of 
a school social worker as practiced in the Barring- 
ton School System should be observed for a period 

of two years before being evaluated. 


The Rhode Island Congress of Parents and 
Teachers submitted a proposal to the Rhode Island 
Medical Society requesting approval of their plans 
to disseminate throughout the P.T.A. units of the 
state recommendations about definite immuniza- 
tion schedules for preschool and schoolchildren. It 
was the feeling of the committee that this was not 
within the scope of the Congress of Parents and 
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Teachers. 

The State Department of Health also requested 
the committee to submit an immunization schedule 
which would be sent to all new parents with the 
birth certificates. The committee felt that this was 
not feasible unless it was related solely for the 
information of the indigents within the state. 

The problem of preschool eye examinations was 
brought up and discussed during the year. It was 
the feeling of the committee that such eye exami- 
nations should be done by competent physicians. 

The committee still has hopes that there be a 
statewide standardization program for control of 
communicable diseases which will be approved by 
all school and health departments throughout the 
state. 

The report of the Special Committee of the 
Rhode Island Chapter of the American Academy 
of Pediatrics to the Governor’s Committee for the 
1960 White House Conference was reviewed by 
the Committee. 

Respectfully submitted, 
Joun T. Barrett, M.D., Chairman 


Diabetes 


Our twofold purpose was (1) to reactivate 
continued on next page 


effective in and simplifies 


the management of 
stable adult diabetes 


“In our experience the action of DBI on the adult stable type of 
diabetes is impressive ...88% were well controlled by DBI.”? 


[DBI]... 





stable adult diabetes « sulfonylurea failures 


“Most mild diabetic patients were well controlled on a biguanide compound 
regardless of age, duration of diabetes, or response to tolbutamide.’’3 


“DBI has been able to replace insulin or other hypoglycemic agents 
with desirable regulation of the diabetes when it is used in conjunction with 
diet in the management of adult and otherwise stable diabetes.’’4 


well tolerated — on a “start-low, go-slow”’ dosage pattern DBI is relatively 
well tolerated. DB! enables a maximum number of diabetics to enjoy the 
convenience and comfort of oral therapy in the satisfactory regulation of... 


lel e-Tale mes 


unstable (brittle) diabetes + juvenile diabetes 


DBI (N'-2-phenethylbiguanide HCl) is available as white, scored tablets 
of 25 mg. each, bottles of 100. Send for brochure giving complete information. 


an original development from the research laboratories of 


u. s. Vitamin & pharmaceutical corporation 





1. 


2. Walker, R. S.: Brit. M J. 2:405, 1959. 3. O 
Pearlman, W.: 


A.M.A. Arch, Int. Med. 102:520, 1958, 4. 


Arlington-Funk Labs., division * 250 E. 43rd St., New York 17, N. Y. 


Pomeranze, J. et al.: J.A.M.A. 171:252, —, 19, 19 


959. 
ell, w. D., et al.: 


Phenformin Symposium, Houston, Feb. 1959. 5. Lambert, T. H.: ibid. 


6. Skillman, T. G., et al.: 
S. J. N., et al: 





Diabetes 8:274, 1959. 
Med, Ann. Dist. Columbia 28:426, 1959. 


7. Sugar, 













Trademark, 


Phenformin HCl 












404 


Rhode Island’s part in the observance of National 
Diabetes Week ; (2) to provide a continuing effort 
in the detection of early diabetes throughout the 
year. 

Our committee was especially aided by the pres- 
ence of Doctor Louis Kramer, a sort of elder 
statesman to the diabetic group, and Doctor Albert 
Tetreault, chairman of the Fair. 

The Diabetic Fair was outstandingly successful. 
Aldrich Auditorium of Rhode Island Hospital 
proved to be an ideal location both from its phys- 
ical aspects and from the perfect co-operation we 
received from the superintendent, Mr. Oliver Pratt 
and his staff. Said the Rhode Island Hospital Nite 
Lite: “Diabetes Detection Week in Rhode Island 
was inaugurated with a ‘Diabetes Fair,’ held on 
November 16th in Aldrich Auditorium under the 
sponsorship of the Rhode Island Medical Society 
and with the Rhode Island Hospital as host. From 
ten in the morning until eight at night an almost 
steady stream of people took advantage of the op- 
portunity for chest X rays and blood and/or urine 
tests for sugar. Well-publicized, and well-staffed 
with volunteers from many assisting organizations, 
the Fair not only offered these free tests, but also 
had on display several interesting exhibits. At in- 
tervals during the session movies on the subject of 
diabetes were shown and panel discussions were 
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held. There were 530 people who registered for 
tests.” 

The program of the Fair gives an idea of its 
scope, but it took many dozens of qualified volun- 
teers to put it over to the obvious satisfaction of 
more than 600 people who attended. The atmos- 
phere was pleasant, even gay, and optimism was 
general. 

The fact that the State Medical Society spon- 
sored so much for the diabetic community without 
fees or fund raising spoke well for our interest in 
the patient’s welfare and health, and was very well 
received. 

Thousands of pieces of excellent diabetic litera- 
ture provided by the American Diabetes Associa- 
tion were distributed to physicians, nurses, hos- 
pitals, P.T.A. groups, industrial groups, diabetics 
and others. 

All cases of abnormal blood and urine tests were 
referred to the family doctor. 

We must express special appreciation to Mr. 
Pratt and the Rhode Island Hospital; Doctor Al- 
fred Potter and Mr. John Farrell and the Rhode 
Island Medical Society ; Miss Winifred Allen, R.N. 
and the Veterans Administration; all Greater 
Providence Hospitals and the Newport Hospital ; 
Mr. Henry Archette and the Rhode Island Asso- 
ciation of Clinical Laboratories; Doctor Heber 
Youngken of Rhode Island College of Pharmacy ; 
Mrs. Frederick Altieri and the Rhode Island Con- 
gress of Parents and Teachers; Doctor Jeremiah 
Dailey, Doctor Thomas Murphy, Doctor E. Staff, 
Mrs. Roberta Brown and the Rhode Island De- 
partment of Health; Rhode Island Department of 
Social Welfare and Social Services ; Mr. John Sage 
and the Rhode Island Diabetes Association; Miss 
Frances L. Ware and the Rhode Island Dietetic 
Association; Miss Eleanor Healy and the Rhode 
Island League of Nursing ; Doctor Seymour Feld- 
man and the Rhode Island Society of Podiatry ; 
Miss Christine McElroy and the Rhode Island 
State Nurses Association; Mrs. Mark Yessian and 
the Woman’s Auxiliary of the Rhode Island Med- 
ical Society; Miss Marjorie Wilbur and the State 
Department of Labor. 

Preliminary plans for next year’s program are 
being formulated. We contemplate a rotation in 
greater Providence hospitals as sites for the fair, 
though it is hard to pass up the great advantages 
at Rhode Island Hospital. 

There is a long-range plan to have fairs in New- 
port, Westerly, Woonsocket and West Warwick to 
make the program more nearly statewide. 

The Providence Public Schools conducted a sur- 
vey of its diabetics (24 cases in 27,606 pupils ). 

The 455th General Hospital, United States 
Army Reserve ran evening (postprandial) analyses 
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on its 270 members to reveal two suspicious cases. 
One proved to be old and one new. 
As to a year round program: 
1) The Rhode Island Congress of Parents and 
Teachers are maintaining an educational program. 
2) Doctor Thomas Murphy is formulating a 
statewide program in conjunction with his state 
program with the aged. 
3) The industrial medical group is also making 
a year round effort. 
We have had a good year. 
Respectfully submitted, 
WictraM L., Leet, M.p., Chairman 


Hospitals and Professional Relations 

At the invitation of the Hospital Association of 
Rhode Island, a meeting of representatives of the 
Hospital Association, Rhode Island Medical So- 
ciety, and Blue Cross and Physicians Service was 
held on November 24, 1959, at the University Club. 

At this meeting, it was voted that the four or- 
ganizations organize a Committee to be known as 
the Medical Economics Council of Rhode Island. 
A steering committee was nominated, with Rev- 
erend Stephen K. Callahan as chairman. 

This Steering Committee met and drew up a 
plan of organization and outlined the purposes of 
the Council, the purpose being to study problems 
and to develop recommendations for providing 
health services to the people of Rhode Island, at 
the lowest possible cost, consistent with good medi- 
cal practice. 

The Committee 
organization. 

Meetings of its subcommittees have been held 
during the winter, and a meeting of the full Coun- 
cil was held on March 23d. 

Attached to this summary report is a news re- 
release, published in the PRovIDENCE JOURNAL- 
ButtetiN, which fully explains the activities of 
the Council [Appendix A]. 

Much further study and research into ways and 
means will be necessary before any definite action 
is recommended. 


also concerned itself with 


Respectfully submitted, 
GEORGE W. WATERMAN, M.D., Chairman 


Appendix A 

Formation of the Medical Economics Council of 
Rhode Island to consider problems of health care 
costs was announced today by Father Stephen Kk. 
Callahan, chairman. 

The new council was formed as a result of action 
initiated last year by the Rhode Island Medical 
Society. The group is composed of representa- 
tives of the Hospital Association of Rhode Island, 
the Blue Cross Plan, the Physicians Service Plan, 
and the Rhode Island Medical Society. 
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“The purpose of this council is to study health 
cost problems and develop recommendations for 
providing health services at the lowest possible 
cost, consistent with good medical practice,” Father 
Callahan stated. 

Father Callahan, bishop-secretary for Catholic 
hospitals and president of the Hospital Association 
of Rhode Island, was elected chairman of the group 
at a recent meeting. Doctor George W. Waterman, 
past president of the Rhode Island Medical Society, 
was elected vice-chairman. Edgar H. Clapp, asso- 
ciate director of Blue Cross, was elected secretary. 

It was also announced that Jerome E. Long, Blue 
Cross administrative assistant, will act as co-ordi- 
nator and staff officer for the Council. 

Council members are Doctor Samuel Adelson, 
Doctor Charles J. Ashworth, John E. Farrell, Doc- 
tor Earl F. Kelly, Doctor Stanley D. Simon, and 
Doctor Waterman, representing the Rhode Island 
Medical Society. 

Representing the hospitals are Father Callahan, 
Wade C. Johnson, Oliver G. Pratt, Doctor I. Her- 
bert Scheffer, William E. Sleight, and William K. 
Turner. Robert T. Engles, Daniel H. Ford, and 
Stanley H. Saunders will represent Blue Cross. 
Physicians Service representatives are Professor 
Chelcie C. Bosland, Mr. Clapp, and John J. Hall. 


Four action committees have been named by the 
continued on next page 











Fuller 
YMemorial Sanitarium 


Located on Rt. 1 


South Attleboro, Massachusetts 


A modern non-profit hospital for the care and treatment of 
nervous and emotional disorders as well as long term geriatric 
problems. 

Physical, neurological, psychiatric and psychological exam- 
inations. 

Modern recognized psychiatric therapies. 

A pleasant homelike atmosphere in a beautiful and conveni- 
ently located institution. 

L. A. Senseman, M.D., F.A.P.A., Medical Director 
Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A. 
Oliver S. Lindberg, M.D. William H. Dunn, M.S.W. 

Birtis Ingersoll, M.D. 

Referred patients are seen daily (except Saturdays) 9-12 A.M., 

and by appointment. 


R. |. Blue Cross Benefits Tel. Southgate 1-8500 


Special Rates for Long-Term Care 














406 


council, Father Callahan announced. They are the 
Health Insurance Committee, the Utilization Com- 
mittee, Cost Improvement Committee and the 
Public Relations Committee. The function of the 
committees are: 

Health Insurance: “To study the effectiveness 
of prepayment health insurance benefits in meeting 
the changing needs for all segments of the popu- 
lation.” 

Utilization: “To study the effect of health insur- 
ance on the utilization of medical and hospital serv- 
ices, and identify other factors which may con- 
tribute to the increased use of medical and hospital 
services.” ‘ 

Cost Improvement: “To investigate methods, 
techniques, and procedures which will contribute 
to cost improvement without diminution of the 
quality of care.” 

Public Relations: “To explore ways and means 
of developing a continuous, co-operative program 
of public education about health care costs.” 

All committees have met and reported to the 
Council, Father Callahan said. Some of the sub- 
jects under consideration include hospital admit- 
ting procedures, methods of shortening length of 
hospital stays, the cost of nursing education, local 
hospital utilization committees of staff doctors, and 
the effect of new hospital construction on the cost 
of hospital care. 

“We hope this council will provide a means of 
studying the entire question of health care costs, 
and will develop objective recommendations for 
providing the best health care at the least cost for 
the people of Rhode Island,” Father Callahan 
concluded. 


Industrial Health 

Several meetings have been held during the past 

year as undernoted: 

A. A meeting with insurance adjusters to dis- 
cuss medical costs especially among a certain 
few members of the medical profession. 

B. A meeting with the Workmen’s Compensa- 
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tion Commission to endeavor to represent tlie 
value to them of the Medical Advisory Board. 

. A second meeting with insurance adjusters 
and the creation of a liaison group of meni- 
bers of our committee and theirs. 

. A meeting to discuss and consider the report 
of the governor’s commission on Workmen's 
Compensation Law which meeting had been 
adjourned to April 22 for further comments 
and suggestions. 


The chairman of this committee has been ap- 
pointed as counselor for Rhode Island of the 
Industrial Medical Association and will be avail- 
able for consultation regarding the practice of 
industrial medicine and surgery. 

Respectfully submitted, 
STANLEY SPRAGUE, M.D., Chairman 


Library 

For many years the Library has rendered effi- 
cient and intelligent service to the medical profes- 
sion, to our undergraduate students, to the lawyers, 
to the public in general. I can state from personal 
experience and otherwise, that our Library is a 
most co-operative information bureau. All this is 
due to the devotion and skill of the librarian, Mrs. 
Helen DeJong, assisted by Librarian Emerita 
Grace Dickerman and the assistant librarian, 
Deborah Clarke. 


FRANCESCO RONCHESE, M.D., Chairman 


Report of Librarian 

This has been a busy and interesting year. The 
highlight, librarian-wise, was the second annual 
meeting of the New England Regional Group of 
the Medical Library Association, held here and at 

3rown University, October 30-31. With consider- 

able help from Mr. Farrell, and from Mr. Jonah, 
the librarian of Brown University Library, the 
local group of medical librarians ran a convention 
complete with lectures, panel discussions, exhibits, 
coffee and social hours, luncheon and banquet and, 
in spite of a shortage of hotel rooms, managed to 
house our out-of-state colleagues adequately. Total 
attendance was 105. Two members of the Society 
participated — Doctor Alfred Potter opened the 
program with official greetings from the Rhode 
Island Medical Society; Dr. Seebert Goldowsky, 
the dinner speaker, entertained us with The Life 
and Times of Mary Edwards Walker, a Contract 
Surgeon During the Civil War. 

We feel that the New England meetings are very 
valuable. Few of us can attend the national conven- 
tions but this regional group includes every type of 
library from the smallest hospital to the giants of 
New Haven and Boston and all of the national 
library problems are here on a smaller scale. The 


third annual meeting is scheduled for October, 1960 
continued on page 408 
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continued from page 406 
at the University of Vermont. 

Thirty years ago when the present librarian first 
joined the staff, our Library was a very quiet place 
where a half-dozen phone calls and one or two 
readers (almost always physicians) a day was the 
rule. This picture has changed completely and today 
we are a community service. 1959-60 has been the 
“Year of the Student” with young researchers of 
all ages, from grammar school pupil to graduate 
student, looking for help with Science Fair proj- 
ects, term papers and theses. We have dusted off 
old anatomy books, had every medical dictionary 
and every history of medicine down from the 
shelves, found drawings of everything from the 
pig’s eye to the human central nervous system and 
have given these customers such a thorough indoc- 
trination in the use of periodical indexes that they 
should be the librarians’ pets wherever they roam 
in future searches for knowledge. As our Library 
is listed as a source of information in the Science 
Club of America’s SPoNSoR HANDBOOK, we've had 
requests for material from all over the United 
States. We can’t send material and haven't the 
time to compile bibliographies for them but we give 
the names of their nearest medical libraries (and 
hope that said institutions have an open-door policy 
similar to ours ) and the names of national organi- 
zations which send pamphlets to laymen. We find 
working with young people very stimulating, as the 
ones who find their way to this Library are serious 
students; they have an eagerness for scientific 
knowledge and it is a pleasure to help them. 

The public represented nearly one half of our 
visitors this year. 1,015 of the 2,109. This figure 
doesn’t seem too large until you think of the num- 
ber of trips taken to the stacks for books and jour- 
nals (and the return of same), the hours spent 
searching the fine print of the CURRENT List oF 
Mepicav LITERATURE and the many lessons given 
to laymen in the use of research tools. And, for 
every flesh-and-blood visitor, we have seven invis- 
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ible questioners via telephone. Small wonder tl at 
directories become dog-eared and pet library pri j- 
ects remain unfinished. We are not, however, co:i- 
plaining. We like it this way! 

One of the Fellows asked us if the growth of 
educational projects and of libraries in our local 
hospitals hadn’t made changes here. It has, but not 
in the way he expected. Our circulation includes a 
large number of interlibrary loans to hospitals 
which cannot provide the older journals, the state 
journals and many of those we receive as ex- 
changes. Also, some hospitals lack the QUARTERLY 
CUMULATIVE INDEX Mepbicus, THE CURRENT 
List, and other bibliographic tools and, for these 
institutions, we do reference work. Our volumes 
circulate and many hospital libraries restrict cir- 
culation. Thus the increased use of library material 
in the hospital is reflected here and we provide 
more assistance, rather than less. We are glad of 
the opportunity to help the younger and smaller 
libraries as we are helped by the large libraries in 
3oston, New York and Washington. 

Our major project for the next two years will be 
the sesquicentennial of the Rhode Island Medical 
Society. We’re working on the cataloguing of every 
photograph and picture of the members of the So- 
ciety, all the instruments in our collection, all the 
records, letters and clippings—in short, every bit 
of historical material pertaining to the Society so 
that the physicians assigned to the history shall 
have every fact available. On the manual side, we 
hope to have all the books and journals in apple- 
pie order and the rare books shining in their cases 
(thanks to the generosity of Mr. Jonah, we have 
a fine supply of British museum formula for treat- 
ing bindings; all we need is the time to polish!). 
The unbound journals on the third floor have been 
sorted and temporary cards made showing their 
location, etc. With luck, they should be catalogued 
and re-shelved this coming year. 

Mrs. Joann Watson left the staff in September 
and her place was taken by Miss Deborah A. 
Clarke. 

Statistically speaking : We have added 346 bound 
volumes to our collection, making a total of 42,779. 
Our readers numbered 2,109 of whom 1,094 were 
physicians and 1,015 general public. Circulation 
included 1,473 periodicals and 433 books ; of these, 
61 were borrowed from the Davenport Collection. 
We started to count the volumes used but not taken 
from the building but lost track after the first few 
days so our reference department figures are un- 
known! We borrowed 25 items through interlibrary 
loan and loaned 548 journals and 59 books to other 
libraries in New England. Two hundred and 
twenty-one bibliographies were prepared. We are 
receiving 430 periodicals currently ; 105 volumes of 
journals have been bound. Through the Medical 
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Library Association Exchange, we received 49 
single issues (6 volumes were completed in this 
fashion) replacing missing and never received 
items. We gave to other libraries from our dupli- 
cate collection 305 single issues and 2 bound vol- 
umes. We have catalogued 31,841 bound volumes 
and 4,103 unbound volumes and pamphlets to date. 
As in other years, we have thanked our friends 
of the Library for individual gifts in the columns 
of On the Medical Library Bookshelves. We wish 
to say, however, that we are very grateful for the 
support of the members of the Society and of local 
organizations who give us yearly subscriptions and 
gifts of important periodicals ; without their help, 
our library would lack many important journals. 
Mrs. HELEN M. DeJong, Librarian 


Medical Economics 

When the Committee on Medical Economics 
reported to the House at its September, 1959, meet- 
ing it presented an extensive report on Medical 
Care for the Older Age Population in Rhode 
Island. That report received nationwide attention 
and great tribute was paid to the Rhode Island 
Medical Society for its leadership in facing up to 
the question of the care of the person in the older 
age brackets. 

Resolutions set forth in the report have been 
implemented during the past six months. 

Approximately 300 manufacturing concerns in 
Rhode Island were addressed by letter from the 
president of the Society with the request that they 
give favorable consideration to the continuance of 
hospital-surgical-medical insurance coverage, both 
regular and catastrophic, for employees after the 
retirement of the worker from employment. 

The recommendation that a permanent liaison 
committee be established to maintain an active 
interest in hospital expenses has been implemented 
by the formation of a Medical Economics Council 
which has had several meetings in the past three 
months. The Society’s concern was that of rising 
costs of hospitalization which constitutes a major 
factor today in the over-all health care bill. The 
new Medical Economics Council, however, has 
taken as its purpose a study of all health cost prob- 
lems and the development of recommendations 
seeking to provide health services as efficiently as 
possible, consistent with good medical practice. 
Your Committee sincerely hopes the initial prob- 
lem of hospital costs will be a major concern, and 
that ways in which to reduce those costs may be 
advanced within this year. 

A communication from the president of the So- 
ciety was sent to every major insurance company 
in the health and accident, and life, field, together 
with a copy of the report of this Committee. The 
companies were asked to give consideration par- 
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ticularly to the resolution urging that the age 
requirements be eliminated from their insurance 
coverages. 

The response from the insurance industry has 
been most gratifying and educational. An appendix 
(B) to this report lists, without naming the insur- 
ance company, some of the more pertinent replies 
to the Society’s recommendation. Every member 
of the Society should read this summary of replies, 
and should thereby appreciate the tremendous 
strides that have been made, and are being made 
each month, in the provision of insurance coverage 
against health costs for the entire population. 

Underlying the entire issue is the complexity of 
today’s demands for insurance protection, and the 
great pressure to provide insurance for the older 
age person without equal concern for the person 
in the younger age bracket who cannot, and must 
not, be penalized in his efforts to build an insur- 
ance protection for his own family. 

As we noted in our report to the House last Sep- 
tember, unless the federal government adheres to 
a fiscal policy that will preserve the purchasing 
power of the dollar, all efforts to control the costs 
of protection for the family of any nature will be 
endangered continuously, and efforts to save now 
for the needs of retirement will be thwarted. 

We should all be encouraged by the interest 
evoked by our efforts to provide voluntary prepaid 
health care for all citizens, and particularly the 
older age group. We have demonstrated in Rhode 
Island that a federal compulsory tax program, 
through the social security system or otherwise, 
is unnecessary if all citizens will face up to the 
problems of today in a responsible manner. 


Organized Labor 


Your Committee met with representatives of the 
AFL-CIO in Rhode Island and many mutual prob- 
lems were subject to provocative and enlightening 
discussion. We all gained a clearer understanding 
of the fact that both our organizations seek only 


what is best for the public generally. We plan fur- 
continued on next page 
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ther conferences in the coming months, and we 
are hopeful that through them we may establish 
a firm basis upon which to approach problems of 
health care, employment, and community services. 


Medicare 

The armed services Dependents’ Medical Care 
Program operates in Rhode Island under a fee 
schedule imposed by the government, and partici- 
pation in the program by local physicians is volun- 
tary since the Society did not enter into any con- 
tract for the provision of services. 

The administrator of the program recently noti- 
fied the Society that “the co-operation of the indi- 
vidual physicians has been a great help to us in 
our administration of this program in your state.” 

In view of the curtailment of the Medicare pro- 
gram in 1959 which drastically affected the utiliza- 
tion of medical care from civilian sources, the sta- 
tistics issued by the administrator of the program 
are of interest. The following is abstracted from 
the administrator’s communication to the Society: 

“In the State of Rhode Island, as in our other 
contract areas, we find that the restrictions placed 
in the program in October, 1958, effectively re- 
duced the medical care received from civilian 
sources. Because of the fact that we operate on 

a fiscal year basis, our figures are broken into 

three six-month segments to cover one full fiscal 

year and one calendar year. The results are as 
follows: 


Av. Cost 

Dates No.ofClaims Paid byGovt Per Claim 
7/1/58 to 

12/31/58 3,064 $199,093.16 $64.97 
1/1/59 to 

6/30/59 1,652 $137,880.48 $83.46 
7/1/59 to 

12/31/59 1,019 $ 73,708.30 $72.33 


“The rise in cost per claim in the first half of 
1959 must be attributed to the curtailment of the 
cases representing short periods of medical care 
such as tonsillectomies, et cetera, while at the 
same time there was a carry over from the period 
prior to October 1, 1958 of cases involving long 
periods of medical care, so that the average cost 
per claim reflects these longer more severe 
periods of medical treatment. 

“For comparison purposes, it would be inter- 
esting to note that in our report of last year we 
show that for the period July through Decem- 
ber, 1957, an average cost per claim of $64.67, 
and for January through June, 1958, we show an 
average cost per claim of $64.69. Actually, prior 
to January, 1959, the average cost per case in 
Rhode Island has been very consistent.” 

Here again we have evidence of the co-operation 
of the physicians of Rhode Island in any program 
that concerns the health care of the people of this 
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state, and again it is demonstrated that the charges 
for services are basically consistent with the pre- 
vailing charges in our communities. 


Group Life Insurance 

The Committee conducted a poll of the member- 
ship to determine the extent of interest in a pos- 
sible group life insurance program. Approximately 
17% of the members returned cards expressing some 
interest in such a proposal. Since any group plan to 
be of real advantage to the organization would 
apparently require a size enrollment of the eligible 
membership of the Society, the Committee voted 
not to undertake any further study of this type of 
program at this time. 


Group Professional Liability Insurance 

Presently there are 308 members of the Society 
enrolled in the Society’s professional liability in- 
surance program, the coverage for which is pro- 
vided by the St. Paul Fire and Marine Insurance 
Company. 

The steady increase in enrollments in this pro- 
gram is most encouraging, and the experience of 
the group has been excellent. There have been no 
drop outs except where the physicians have moved 
out of the state. 

In May the local agent handling this account for 
the Society—Starkweather and Shepley Insurance 
—will make a mailing to the entire membership of 
the Society. We urge those members not presently 
covered under this group plan to give serious con- 
sideration to it as their individual liability contracts 
expire during the coming months. Expiration dates 
of present coverages should be checked regularly, 
and application for enrollment in the group made 
as far ahead of current expiration as possible in 
order to insure continuous protection. 


Federal Employees Health Benefits Program 

The Congressional act which provides for gov- 
ernment contributions toward a hospital-medical 
care program for federal employees goes into oper- 
ation on July 1, 1960. This new program may well 
set a pattern for future government participation in 
health programs and therefore your Committee 
urges that the House give it careful consideration 
and authorize that the membership be informed as 
completely as possible of the plan, and its develop- 
ments from time to time. 

Appended to this Committee report is a copy of 
the news release of March 31, 1960 of the U. S. 
Civil Service Commission which gives a clear re- 
view of how the federal employees will choose the 
coverage they individually wish to purchase under 
the plan (Appendix A). Your Committee hopes 
that this information will be distributed to the mem- 
bership as soon as possible by the Society in order 
that every member may be fully informed on how 
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the program will operate, since a sizable segment of 
the employed population of the state is working for 
the federal government. 

Since the employee has his choice of a service 
type plan such as Blue Cross and our Physicians 
Service, or an indemnity type as proposed by the 
insurance industry, he will naturally expect his 
physician to be aware of the procedures to be fol- 
lowed in processing any claims for payment for 
services rendered. 

Respectfully submitted, 
STANLEY D. Simon, M.D., Chairman 


Mental Health 

An objective of the Committee on Mental 
Health of the Rhode Island Medical Society is to 
promote the exchange of less broad and intelligent 
outlooks and perspectives with the broadest con- 
ceivable outlooks and perspectives. The Committee 
seeks to achieve a position of respect and influence 
to approach this objective. The Committee has be- 
lieved in the concept of working through and with 
other Committees of the Rhode Island Medical 
Society. 

During the year, Doctor John T. Barrett, chair- 
man of the Child-School Health Committee, pro- 
vided us the opportunity of aiding that Committee 
in advising on a proposal to utilize Social Workers 
in the Public School System. The Highway Safety 
Committee of the Rhode Island Medical Society 
and the Medical Advisory Committee of the Reg- 
istry of Motor Vehicles are open avenues used by 
the Committee to aid in coping with neuropsy- 
chiatric problems in relationship to the licensing 
to drive motor vehicles. During the past year one 
activity and community service consumed the most 
of the Committee’s time. Doctor Joseph E. Cannon 
sought the advice and help of the Committee on 
Mental Health on administration problems of the 
Rhode Island State Hospital for Mental Diseases. 
The president of the Rhode Island Medical Society, 
Doctor Alfred L. Potter, the secretary, Doctor Ar- 
thur E. Hardy, and the executive secretary, John 
E. Farrell, contributed their time and help. The 
Committee came to be impressed with the intent 
of Mr. Augustine W. Riccio, director of the State 
Department of Social Welfare, in improving the 
care and treatment of the patients at the State Hos- 
pital. An attempt was made to find concordance 
with other organizations interested in the problem 
of the care of the mentally ill at the State Hospital. 


Doctor Sidney S. Goldstein has been appointed 
as superintendent of the Rhode Island State Hos- 
pital for Mental Diseases. It is to be observed that 
two conflicting trends exist in mental hospital 
administration. There is the trend toward the dele- 
gation of some of the responsibilities of the super- 
intendent to other officials to free him to give more 
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of his time to the supervision of the care and treat- 
ment of patients. A reverse trend results in losing 
sight of the responsible official, with consequent 
delay in action through the various layers of offi- 
cials which must be penetrated. The Committee 
holds to the opinion that the power of decision 
should be in the superintendent of the State Hos- 
pital. The Department of Social Welfare should 
function to facilitate the activities of the superin- 
tendent and to formulate, with him, over-all policy. 

It is recommended to the House of Delegates 
that the Rhode Island Medical Society make avail- 
able to Doctor Sidney S. Goldstein its collective 
knowledge and co-operation in carrying out his 
duties, a letter to that effect to be written by the 
president of the Rhode Island Medical Society. 

The chairman wishes to thank the Rhode Island 
Medical Society for the opportunity to serve on 
the Mental Health Committee. The chairman 
wishes to commend to the House of Delegates the 
time, effort and thought given by the Committee 
members during the past year. 

Respectfully submitted, 
Haroip W. WILLIAMS, M.D., Chairman 


Perinatal Mortality 

On June 10, 1959 the state Perinatal Mortality 
Committee held its first meeting at which time 
standardized definitions and the terms were agreed 
upon in order to make accurate comparisons of the 
fetal mortality statistics in this state with those in 
other states and counties. Doctor Francis Corrigan, 
medical director of the Division of Maternal and 
Child Health in the Rhode Island State Depart- 
ment of Health, has acted throughout our first year 
of operation as secretary and has provided an ex- 
cellent liaison between the state Committee and the 
State Health Department. This has made it pos- 
sible for our committee to receive data on perinatal 
mortalities throughout the state which would not 
ordinarily be easily available to us. The main objec- 


tive in the first year of operation of this committee 
continued on next page 





DID YOU KNOW? 


@ That about nine million children under age 15 
have some sort of chronic condition —from hay 
fever or flat feet to heart disease or paralysis. 


@ That children of school age lose an average of 
8.4 days from classes during the year with respira- 
tory conditions being the chief cause of absence. 


e@ That on a typical work day, some 37,000 per- 
sons are absent due to hay fever-asthma, 29,000 
due to chronic sinusitis, and 16,000 due to bron- 
chitis. 


@ That in one year illness and injuries caused per- 
sons under the age of 25 in the U. S. to have one 
billion days of restricted activity, and about half 
that number were days when the affected person 
was confined to bed. 
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has been, through its members who represent the 
vast majority of hospitals engaged in obstetrics 
and in newborn care in the first month of life, to 
tabulate as accurately as possible each hospital’s 
perinatal mortality and, of course, the perinatal 
mortality in the state as a whole. Separately the 
committee has urged the development in each hos- 
pital of a perinatal mortality committee organiza- 
tion and this has been actually accomplished in sev- 
eral hospitals already. The Committee is still in the 
process of obtaining complete data from all hos- 
pitals as well as from the State Department of 
Health in preparation of a report which will be 
submitted to the RHopE IsLAND MEDICAL JOURNAL 
in the near future. 

As a part of this report it is hoped that a special 
project section will be included to define in detail 
the perinatal mortality factors involved in Cae- 
sarean Section. 

Although there is still a vast area of accomplish- 
ment to be exploited by a committee such as this, 
we feel that we have made a stimulating start. 

All members of the committee will miss the 
imaginative interest of Doctor Robert Martin 
whose sudden death deprived the committee of one 
of its most active members. 

Respectfully submitted, 
Bertram H. Buxton, Jr., Chairman 


Public Policy and Relations 

In view of the fact that many matters concern- 
ing public relations and information involving the 
Society are necessarily carried out by the officers, 
the executive office, or by committee chairmen 
directly without consulting the Committee, the 
work of this Committee has been somewhat 
restricted. However, at the discretion of the chair- 
man, special decisions demanding immediate action 
are made without calling or polling the entire Com- 
mittee. 

For example, the actions of the House of Dele- 
gates are released from time to time by authority 
of the House to the local press and other news 
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media. The president of the Society has often bec 
called upon to make announcements, or to ampliiv 
or clarify positions taken by the Society on matters 
of general concern. At the committee level we have 
certain chairmen who must report or answer direct 
inquiries about Society policy on such matters as 
aging, the cancer program, child-school health ac- 
tivities, particularly immunization procedures and 
policies, the annual diabetes detection campaign, 
highway safety, mental health—the participation in 
clarifying the situation at the State Hospital this 
year is an excellent example of fine public relations 
by a Society committee—public laws proposed to 
the General Assembly, social welfare policies, vet- 
erans affairs, etc. 

In view of this situation the House should give 
consideration in the near future to the possibility 
of revising or reorganizing the procedure for a 
large standing committee on public policy and rela- 
tions. Certainly it is neither convenient nor work- 
able to have a statewide committee called for a 
meeting on some of the matters that can readily be 
resolved by the chairman, or by an officer of the 
Society. Perhaps a much smaller committee or a 
single public relations adviser might be a possible 
solution to improve our activity. If the present com- 
mittee size and representation is to be maintained, 
some thought should be given to an outline at least 
of the scope of duties assigned to it. 

During the past year the chairman, with the aid 
and advice of members of the committee from time 
to time, has resolved most of the matters referred 
for consideration. Speakers for meetings have been 
secured, specialty listings for the telephone direc- 
tories have been reviewed, press and special news 
releases prepared by the executive office have been 
edited. 

A major project carried to completion through 
the assistance of the Woman’s Auxiliary was the 
distribution of A.M.A. prepared leaflets to explain 
the federal social security proposal for hospital and 
surgical benefits under the social security system. 
With the co-operation of the pharmacists of the 
state leaflets were placed in most pharmacies in a 
specially prepared folder for counter pickup by 
customers. 

Radio transcripts were secured by the excutive 
office for several radio stations during the year, and 
A.M.A. films, such as Even For One, The Medi- 
cine Man, and I ama Doctor were shown by various 
church, grange and other community organizations. 

The year witnessed the release of two Society 
reports that received public notice far beyond 
Rhode Island. The report on Medical Care for the 
Older Age Population in Rhode Island was widely 
distributed, and it received commendation from 
many states, as well as favorable press comment. 
The honest and frank report of the report on hos- 
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pital care for veterans evoked sharp criticism from 
veterans organizations, but it was favorably com- 
mented upon by the press and by thoughtful 
citizens. 

These experiences indicate clearly that the So- 
ciety has a responsibility to make public its views 
on every possible occasion, and that it must be 
prepared to withstand public attack and unfounded 
criticism and defend what it believes to be the truth- 
ful situation. 

Respectfully submitted, 
ARNOLD Por TER, M.D., Chairman 


Science Fair 

At the request of the Council of the Society the 
Committee on the Rhode Island Schools’ Science 
Fair was reactivated and six exhibits were selected 
as the best in the opinion of the committee for honor 
awards by the Society. 

The three awards in the senior high group were 
made to Paula Winsor, Scituate High School; 
Joyce Havens, Coventry High School; and Sheila 
M. Gilman, Deering High School in Warwick. The 
junior high school awards were made to Allan 
Ramella, Riverside Junior High, Kevin W. 
Saunders, Park View (Cranston) Junior High, 
and Linda F. Hinchcliffe, Nelson W. Aldrich 
(Warwick) Junior High. 

All recipients will be given identical awards by 
the Society, consisting of a $25 U. S. Treasury 
bond and a framed honor certificate and the formal 
presentations will be made at the opening session 
of the 149th Annual Meeting of the Society at the 
Medical Library the evening of Tuesday, May 10, 
1960. 

The Rhode Island Heart Association has been 
making awards for exhibits dealing with heart dis- 
ease. The question of duplication of awards by two 
medical groups acting separately should be consid- 
ered another year with particular reference as to 
whether the Heart Association should be invited 
to integrate its selections with those of the Medical 
Society. 

Your Committee was impressed by the outstand- 
ing displays presented by the students at the Science 
Fair. There has been an increasing number of med- 
ical and health subjects presented in recent years, 
and it is most encouraging to note this interest in 
the biological sciences. 

Respectfully submitted, 
IrvinG A. BECK, M.D. 
Joun F. W. GILMAN, M.D. 
CHARLES L. YorK, M.D. 


Social Welfare 
The Committee on Social Welfare was very 
active during the past twelve months, meeting sev- 
eral times with the director of the State Depart- 
ment of Social Welfare, the medical director of 
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the Division of Public Assistance, and members of 
his staff. 

The major work of the committee was the review 
of licensure and regulation of homes for aged and 
convalescent persons in Rhode Island. A complete 
report was submitted to the House of Delegates in 
January which included many worthwhile recom- 
mendations that the House approved. 

Standing orders for nurses working in aged and 
convalescent homes as well as guides for medical 
care in such homes, were drafted by the committee, 
approved by the House of Delegates, and submitted 
to the State Department of Social Welfare. We 
hope that these orders and guide will be adopted 
generally in the interest of better care and super- 
vision of persons living in these homes. A diet guide 
is currently being reviewed and it is hoped that it 
will be available by the summer of 1960. 

The Committee met, reviewed and approved a 
number of changes, and policies governing pay- 
ment for drugs distributed to eligible recipients of 
public assistance. 

It has approved a new form for Request for Pay- 
ment for Physicians Services to be listed on IBM 
cards. These new forms will be simpler for the phy- 
sician to fill out, reduce administrative detail and 
accelerate payments to the physician. It approved a 
new form for Request for Payment for Drugs on 
IBM cards to accelerate payments and to provide 
greater control of the drug program. 

It approved the abolition of telephone prescrip- 
tions for public assistance cases except in emer- 
gency and then only in a quantity not to exceed 24 
hours’ use. It approved the drafting of a memo- 
randum to all physicians by the Department of 
Public Assistance relative to the policy for tele- 
phone prescriptions, and the prescribing of certain 
drugs in the vitamin and tonic category whose cost 
seem unusually higher than that of similar products 
with the same potency, provided a representative 
list of such products is compiled and made avail- 


able to the physician as being within a reasonable 
continued on next page 
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price range which the Department of Public Assist- 
ance can handle within its present fund allotment. 
It is also directed that whenever a special medical 
problem arises for special drugs, the physician 
should seek prior authorization for the Department 
of Public Assistance. 

The use of the phrase, Or USP Equivalent on all 
prescriptions for public assistance cases as a method 
of controlling costs was reviewed and considered. 
In light of possible substitution practices, as well 
as difficulty in controlling unknown brands for 
stated potency, the committee believes that this 
practice cannot be recommended at this time. 

The Committee discussed extensive use of newer 
antimicrobial agents under the public assistance 
program. It recommended that when their use 
seems excessive, two impartial medical examiners 
be appointed to examine the patient under therapy 
and report their impartial findings to the Depart- 
ment of Public Assistance and to this Committee 
for review and action. The Committee has worked 
with the Department’s medical director and his staff 
on a number of matters of this nature, including 
policy for allergy injections, immunization injec- 
tions and other therapies. In every instance, the 
Committee has succeeded in bringing about a better 
understanding of the problems involved, not only 
from the physician’s view but also from the Depart- 
ment of Public Assistance’s view, so that mutual 
benefit has accrued to all. 

Lastly, the chairman of this Committee wishes to 
thank the members of the Committee for their hard 
work, patience and willingness to give up so much 
of their time to make this year a fruitful and pro- 
gressive one for all. 

Respectfully submitted, 
PETER L. MATHIEU, JR., M.D., Chairman 


Temporary Disability Insurance 

The Committee advisory to the State Depart- 
ment of Employment Security in reference to the 
program carried forward by the Division on Tem- 
porary Disability Insurance has met during the 
year to review the impartial examiner plan. 

The Committee resolved with the department 
problems relating to fee charges for services to be 
rendered by impartial examiners, and it also re- 
viewed and approved laboratory and radiological 
fee schedules. 

At the request of the Committee the Department 
made a mailing to the entire membership of the 
Society to explain the impartial examiner system 
under the temporary disability insurance program, 
and to invite any doctor interested to list himself 
as available as an impartial examiner. 

All return cards were directed to the Society, 
and the complete list of physicians volunteering to 
serve as impartial examiners was tabulated by geo- 
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graphical areas and specialties and submitted to tie 
chief of the Division of Temporary Disability 
Insurance. 

This cash compensation program for employed 
workers is now in its eighteenth year, and its suc- 
cessful operation through the years is due in great 
measure to the support and co-operation that the 
physicians of Rhode Island have given. The Com- 
mittee commends the membership for this co-op- 
eration, and it also expresses its appreciation for 
the willingness of the director and staff of the De- 
partment of Employment Security through the 
years to accept and be guided by the various advis- 
ory committees of the Society. 

Respectfully submitted, 
JosepH C. JoHNsTON, M.D., Chairman 


Trustees of the Medical Library 


The cornerstone of the Rhode Island Medical 
Society was laid in 1911, and the building was 
formally dedicated the following year on the occa- 
sion of the Society’s centennial. 

Thus our headquarters building will be fifty 
years old in another year. It is a solidly constructed 
building, and thanks to the physicians who super- 
vised the plans for the erection of the Library half 
a century ago we have been the beneficiaries of one 
of the finest structures owned by a state medical 
association in the nation. 

It has only been in the past fifteen years that we 
have taken active steps to modernize the building 
and to offset some of the deteriorating effects of the 
years. New lighting, new floorings, new furniture, 
new heating equipment, modernization of the base- 
ment kitchen, the librarian’s apartment and the 
auditorium have each been carried forward as 
annual projects within the scope of our limited 
budget for building repairs. 

This past year the trustees, with authorization 
of the Council, and aided by a donation from the 
Providence Medical Association, were able to reno- 
vate completely the lavoratories, a very expensive 
improvement but one that had long been needed. 

The pride of ownership in property carries with 
it the equal duty and obligation to keep the prop- 
erty in the best possible condition. We inherited, 
as we have indicated, an outstanding structure ; we 
should seek in every way to improve it for ourselves 
and the public. 

Aside from the usual repairs that are faced, we 
should look forward to improving the reading room 
of the library by shutting it off more completely 
from the rest of the building to make it quieter and 
more conducive to restful reading and scientific 
research work. A partition closing the entrance 


hall, except for a door entrance, and enclosing the 
concluded on next page 
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DISTRICT MEDICAL SOCIETY MEETING 





PAWTUCKET MEDICAL ASSOCIATION 

The regular monthly meeting of the Pawtucket 
Medical Association was held on April 21, 1960 at 
the Lindsey Tavern. 

Twenty-one members were present. 

Doctor Eugene Gaudet presided. 

The minutes of the previous meeting were read 
and accepted. 

The application for membership of Doctor Ed- 
mond B. Raheb, which had been acted on favorably 
by the Standing Committee, was voted upon by the 
Society and unanimously approved. 

The application for change in membership from 
associate to active member of Doctor Orland F. 
Smith was found to have been mislaid but will be 
referred to the Standing Committee for action at 
the next meeting. 

Doctor Gaudet then announced that the House 
of Delegates meeting of the Rhode Island Medical 
Association will be held on April 27, 1960 and that 
as of this date no agenda for this meeting has been 
available. 

Doctor Alexander Jaworski then presented an 
interim report on the work of the committee to 
study relative value scales with particular reference 
to a suggested Pediatric fee schedule. This was not 
intended to be in final form but simply an outline 
to illustrate part of the complex problem. 

The guest speaker, Mr. Thomas Holland of the 
Medical Management Group, then presented a dis- 
cussion of the functions and services of his group 
with particular reference to the advantages of such 
a service. 

Following this there was general discussion and 
the meeting was adjourned. 

Respectfully submitted, 


EpMUND BILLINGS, M.D., Secretary 





TRUSTEES OF MEDICAL LIBRARY 
concluded from preceding page 

librarians’ work section, would be commendable 
improvements. 

lhe possibility of new lighting facilities for the 
book stacks might also be considered. Of greater 
importance would be the acquisition of photo-copy- 
ing equipment, or the microfilming of old journals 
or textbooks to reduce the required storage space, 


and to make for more accessible use of such his- 
torical or reference data. 

Through the years some of our physicians have 
generously remembered the Library in their wills, 
and thus we have several special funds the income 
from which goes towards the purchase of books 
and journals, and the maintenance of the library. 
We suggest that the Society urge the membership 
to include the Library and/or the Society as a 
beneficiary in their will to enable our successors to 
continue to render a greater service to the medical 
profession, and public generally, of Rhode Island 
in the furtherance of medical education. 

Respectfully submitted, 
SAMUEL ADELSON, M.D., Chairman 


Veterans Affairs 

The report of the Committee accepted and ap- 
proved by the House of Delegates at its January 
meeting, and subsequently released publicly, stirred 
considerable response from local veterans’ organi- 
zations and other groups. THE PROVIDENCE 
JoURNAL-BULLETIN at that time, and subsequently, 
published editorials favorable to the position taken 
by the Society in regard to the care of veterans in 
this area. 

It is the hope of the Committee that in the com- 
ing months a meeting with the leaders of the vari- 
ous veterans’ organizations may be held to discuss 
the entire situation of medical care of veterans in 
this Rhode Island area. 

Respectfully submitted, 
RIcHARD P. SEXTON, M.D., Chairman 
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BOOK REVIEW 





COMMUNICABLE AND INFECTIOUS DIS- 
EASES by Franklin H. Top, M.D., C. V. 
Mosby Company, St. Louis, 1960. 4th ed. $20.00 


The new edition does an excellent job of bring- 
ing communicable and infectious disease informa- 
tion up to date. In addition to the chapters on the 
common communicable diseases, which have been 
reviewed and revised, several completely new chap- 
ters have been included. The enteroviruses, which 
include the poliomyelitis as well as the more re- 
cently known Coxsackie and ECHO viruses, have 
been grouped together in one chapter, with a clear 


and lucid description. 

A new chapter of marked interest to physicians 
is the control of staphylococcus infections in the 
hospital, which is one of our newer problems. There 
is also a chapter on chemotherapeutic and antibiotic 
agents, which gives valuable and detailed informa- 
tion on the newer drugs. The adenoviruses are also 
new material in the latest edition. 

Taken as a whole, it is an excellent book for the 
general practitioner and should be of value to the 
various specialists, also. 

Hivary J. CoNNoR, M.D. 
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no irritating crystals - uniform concentration in each drop 
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PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


‘The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient's 
cul-de-sac or in his lashes .... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’2 





1. Lippmann, O.: Arch. Ophth. 57:339, March 1957. 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL®. In 5 cc. and 2.5 cc. 
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Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 
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THE WASHINGTON SCENE 


A Report Issued by the Washington Office of the 


American Medical Association 





pnerens NOW OVERSHADOWS all other factors in 
the issue of health care for the aged. 

It appears certain to be a major issue in this 
year’s campaigning for the White House and Con- 
gress, regardless of what Congress does in the field 
before adjourning this summer. 

Both the Democrats and the Republicans are sup- 
porting costly, sweeping plans which differ on the 
basic approach. The major Democratic plans call 
for use of the Social Security System. The Repub- 
lican proposals would have the Federal government 
and the states put up hundreds of millions of dollars 
to help the aged buy health insurance on a volun- 
tary basis. 

The medical profession and allied groups oppose 
these political solutions because, among many other 
important reasons, they actually would not meet 
the problems of many aged who need help in 
financing the cost of illness. 

Meanwhile, a key Democrat—Rep. Burr Har- 
rison of Virginia—warned Congress against acting 
on such legislation in this year of a national elec- 
tion. He predicted that if any such legislation 
should be approved this year, it “would be certain 
to be a monstrosity.” 

Noting that various solutions had been proposed, 
Harrison said : 

The only features which these proposals have 
in common are that they are all tremendously 
expensive; they all propose revolutionary 
change, and they are all complicated, uncertainly 
based and little understood by the prospective 
beneficiaries. 


Harrison, who is a member of the House Ways 
and Means Committee which handles such legisla- 
tion, urged that Congress defer action until next 
year. He recommended that, in the meantime, the 
Ways and Means Committee “conduct an exhaus- 
tive study of the various proposals.” 

In early May, the Eisenhower Administration 
unveiled a Federal-state, $1.2 billion-a-year plan to 
help the aged with limited incomes buy broad med- 
ical and hospital insurance coverage. Under the 
plan, an aged person—if able financially—would 
bear part of the cost of both the insurance and of 
the medical care and hospitalization. 


Arthur S. Flemming, secretary of Health, Edu- 
cation and Welfare, and Vice President Richard 
M. Nixon stressed that participation by the aged 
in the Administration program would be on a vol- 
untary basis. 

The Administration’s plan immediately ran into 
widespread opposition. Doctor Louis M. Orr, 
Orlando, Fla., president of the American Medical 
Association, said it was based “‘on the false premise 
that almost all persons over 65 need health care and 
cannot afford it.” 

“This is not a fact,’ Doctor Orr said. “The truth 
is that a majority of our older people are capable of 
continuing a happy, healthy, and, in many cases, 
productive life. Of the more than 15 million persons 
in the nation over 65 years of age, only 15 per cent 
are on old-age assistance.” 

Doctor Orr said neither the Administration’s 
proposal nor the Forand-type Social Security ap- 
proach is tailored to meet the problems of the unde- 
termined number of older persons who, “although 
able to finance other costs, find it difficult to with- 
stand the additional burden of the cost of illness.” 

Doctor Orr advocated the A.M.A.’s positive 
eight-point program for the health care of the aged 
as a “sensible, economical” plan that would pre- 
serve freedom as well as promote security. If both 
these objectives are to be realized, Doctor Orr said, 
health care programs for the aged “must necessarily 
be limited to support for the needy aged and leave 
to voluntary, competitive, private enterprise, those 
activities needed to improve the health care of the 
reat.” 

In brief, the A.M.A. program comprises: 1) im- 
proved preventive medical care for the aged; 2) a 
state-administered program of Federal grants-in- 
aid to states for liberalization of existing old-age 
assistance programs so that the near-needy could 
be given health care without having to meet the 
present rigid requirements for indigency ; 3) better 
nursing home facilities for the long-term care of 
aged persons, especially those over age 75 ; 4) rapid 
development of health insurance and prepayment 
policies to provide long-term nursing home care; 
5) expansion of home nursing care services; 6) 


elimination of compulsory retirement and a basic 
concluded on page 428 
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times daily. Relief of symptoms occurs in from 
piteen to thirty minutes and lasts from four to six 
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Exhibit, Internat. Coll. Surgeons, Miami Beach, Fla., Jan. 
4-7, 1959. 3. Gruenberg, Friedrich: Current Therap. Res. 
2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res 
2:127, April. 1960. 


[fnthnop LABORATORIES 
New York 18, N.Y. 


ANCOPAL (BRAND OF CHLORMEZANONE) AN APLETS RADEMARKS REG. U.S. PAT. OFF 


Wren any of a host of summer activities brings on low back pain 
associated with skeletal muscle spasm, your patient need not be dis- 
abled or even uncomfortable. The spasm can be relaxed with 
Trancopal, and relief of pain and disability will follow promptly. 

Lichtman?? used Trancopal to treat patients with low back pain, 
stiff neck, bursitis, rheumatoid arthritis, osteoarthritis, trauma, and 
postoperative muscle spasm. He noted that Trancopal produced 
satisfactory relief in 817 of 879 patients (excellent results in 268, 
good in 448 and fair in 101). 

Gruenberg® prescribed Trancopal for 70 patients with low back 
pain and observed that it brought marked improvement to all. “In 
addition to relieving spasm and pain, with subsequent improvement 
in movement and function, Trancopal reduced restlessness and 
irritability in a number of patients.”* In another series, Kearney* 
reported that Trancopal produced relief in 181 of 193 patients 
suffering from low back pain and other forms of musculoskeletal 
spasm. 

Trancopal enables the anxious patient to work or play. According 
to Gruenberg, “In addition to relieving muscle spasm in a variety 
of musculoskeletal and neurologic conditions, Trancopal also exerts 
a marked tranquilizing action in anxiety and tension states.’’’ 





Kearney‘ found “. . . that Trancopal is the most effective oral skeletal 
muscle relaxant and mild tranquilizer currently available.” 

Side effects are rare and mild. “Trancopal is exceptionally safe for 
clinical use.”* In the 70 patients with low back pain treated by 
Gruenberg,’ the only side effect noted was mild nausea which oc- 
curred in 2 patients. In Lichtman’s group, “No patient discontinued 
chlormethazanone [Trancopal] because of intolerance.”* 
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change in the attitude that a person who reaches 65 
has suddenly become nonproductive and senescent ; 
7) health education to instill a “will to live” in older 
persons and to make them aware of the need for 
continuing healthful nutrition; and 8) anti-infla- 
tionary curbs to maintain the purchasing power of 
fixed pension and annuity benefits. 

A Republican lawmaker, Sen. Barry Goldwater 
of Arizona, denounced the Administration’s plan 
as “socialized medicine” and a “dime store new 
deal.”” The outspoken conservative predicted its 
ultimate cost would be “staggering.” He said the 
Administration could have done better by propos- 
ing “full deductions for taxes for any amount spent 
for medical care of anyone” and for full costs of 
health plans by either an individual or corporation. 

In endorsing the Administration’s plan, Vice 
President Nixon charged the Forand-type pro- 
posals backed widely by Democrats would “open 
the door for socialized medicine.” He said: 

The Forand bill and similar plans would set 
up a great state program which inevitably would 
head in the direction of herding the ill and elderly 
into institutions whether they desired this or not. 
Such a state program would threaten the high 
standards of American medicine. 





Sen. Pat McNamara (D., Mich.), Chairman of 
the Senate Subcommittee on Problems of the Aged, 
headed a group of 16 Senate Democrats who spon- 
sored legislation that would provide hospitalization 
and medical care for virtually all the nation’s older 
persons. 

The co-sponsors included three avowed candi- 
dates for the Democratic nomination for president 
—Sens. Hubert H. Humphrey (Minn.), John F. 
Kennedy (Mass.) and Stuart Symington (Mo.). 

Cost of the McNamara legislation was estimated 
at $1,578,000,000 a year. This would be financed 
by a one-quarter per cent increase in the Social 
Security tax and 370 million dollars from general 
tax money. 





DID YOU KNOW? 


e@ That Americans spend twice as much money 
for recreation, alcoholic beverages and tobacco as 
they do for medical care. 

e@ That city children suffer from acute health 
conditions about half again as often as farm 
youngsters. 

@ That in 1959 the American public received an 
average of $8 million a day in health insurance 
benefits from insurance companies alone. 

e That high blood pressure affects more than 
twice as many women as men in the United States. 
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All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory derma- 
toses, and bronchial asthma. They differ in the frequency and severity of side effects. Introduced 
in 1958, Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 

Physicians today recognize that the promise has been fulfilled ... as evidenced by the high rate 


of refilled ARISTOCORT prescriptions. 


TISTOCOTLE...n- come: 


Qetorte) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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APPOINTED COMMITTEES... 1960-61 


THE RHODE ISLAND MEDICAL SOCIETY 





Advisory Committee to R. I. Chapter 
American Physical Therapy Association 
John H. Gordon, M.D., Chairman 
Eric Denhoff, M.D. 
Louis Sage, M.D. 


Committee on Aging 
Richard Kraemer, M.D., Chairman 
Joseph McWilliams, M.D. 
Alex Burgess, Sr., M.D. 
James G. Chapman, M.D. 
Charles D. Charon, M.D. 
Oswald Cinquegrana, M.D. 
Frederick C. Eckel, M.D. 
John W. Gilman, M.D. 
Nathaniel Robinson, M.D. 
Ezra Sharp, M.D. 


Advisory Committee to Woman’s Auxiliary 
Arthur E. Hardy, M.D., Chairman 
John A. Dillon, M.D. 
Earl F. Kelly, M.D. 


Blood Bank Committee 


Gary Paparo, M.D., Chairman 
George W. Anderson, M.D. 
Enold H. Dahlquist, M.D. 
Jacob Dyckman, M.D. 

Leroy W. Falkinburg, M.D. 
Herbert Fanger, M.D. 
Stephen J. Hoye, M.D. 
Leland Jones, M.D. 

Herman Lawson, M.D. 

Henry J. Tweddell, M.D. 


Child-School Health Committee 
John T. Barrett, M.D., Chairman 
Lewis Abramson, M.D. 
Maurice Adelman, M.D. 
John E. Farley, M.D. 
Charles J. Hutchinson, M.D. 
Rudolph A. Jaworski, M.D. 
Robert M. Lord, Jr., M.D. 
3etty Mathieu, M.D. 
Frederick A. Pierce, M.D. 
George Resnevic, M.D. 
Lee G. Sannella, M.D. 
William P. Shields, M.D. 


Disaster Committee 
G. Edward Crane, M.D., Chairman 
Harold C. Collom, M.D. 
Joseph E. Donahue, M.D. 
Robert W. Drew, M.D. 
J. Merrill Gibson, M.D. 
Linley Happ, M.D. 
William A. McDonnell, M.D. 
James B. Moran, M.D. 
Francis W. Nevitt, M.D. 
David Ruggles, M.D. 
Joseph L. Ruisi, M.D. 
Norbert U. Zielinski, M.D. 
Diabetes Committee 
William Leet, M.D., Chairman 
Rocco Abbate, M.D. 
D. Richard Baronian, M.D. 
Charles Does, M.D. 
Louis I. Kramer, M.D. 
A. Lloyd Lagerquist, M.D. 
John J. Lury, M.D. 
Kenneth B. Nanian, M.D. 
Alton M. Paull, M.D. 
Albert F. Tetreault, M.D. 
Salvatore P. Turco, M.D. 
Francis P. Vose, M.D. 
Cancer Committee 
Henry C. McDuff, M.D., Chairman 
Edmund Billings, M.D. 
George V. Coleman, M.D. 
Herbert Fanger, M.D. 
John A. Ferris, M.D. 
William J. H. Fischer, M.D. 
Arcadie Giura, M.D. 
Mauricio Golberg, M.D. 
Hartford P. Gongaware, M.D. 
Arthur E. Hardy, M.D. 
Stephen J. Hoye, M.D. 
Phillip J. Morrison, M.D. 
Thomas Murphy, M.D. 
Thomas Perry, Jr., M.D. 
Robert F. Rosin, M.D. 
George W. Waterman, M.D. 


Medical Advisory Committee to Polio Foundation 


Maurice L. Silver, M.D., Chairman 
Thomas L. Greason, M.D. 
Raymond L. Trott, M.D. 
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Disability Compensation Committee 
Joseph C. Johnston, M.D., Chairman 
Charles D. Charon, M.D. 

Oswald Cinquegrana, M.D. 
Joseph N. Corsello, M.D. 
Thomas J. Dolan, M.D. 
Ralph J. Petrucci, M.D. 
Americo A. Savastano, M.D. 
Bencel Schiff, M.D. 

Richard P. Sexton, M.D. 
Linus Sheehan, M.D. 
Stanley Sprague, M.D. 
Joseph E. Wittig, M.D. 


Highway Safety Committee 
Thomas C. McOsker, M.D., Chairman 
Edward J. Butler, M.D. 
Henry B. Fletcher, M.D. 
John A. Dillon, M.D. 
Hannibal Hamlin, M.D. 
H. Raymond McKendall, M.D. 
Charles Millard, M.D. 
Thomas Nestor, M.D. 
Benjamin Tefft, M.D. 
Frederick Webster, M.D. 


Federal Medical Services 


Thomas Perry, Jr., M.D., Chairman 
Philomen P. Ciarla, M.D. 

John J. Cunningham, M.D. 

Robert W. Drew, M.D. 

Arthur E. Hardy, M.D. 

George Keegan, M.D. 

Nathan J. Kiven, M.D. 

Edwin F, Lovering, M.D. 

William A. Reid, M.D. 

Daniel Young, M.D. 


General Committee for Sesquicentennial 
Francis H. Chafee, M.D., Chairman 
Samuel Adelson, M.D. 

John T. Barrett, M.D. 

J. Murray Beardsley, M.D. 
Alex M. Burgess, Jr., M.D. 
Francis V. Corrigan, M.D. 
Katharine Cutts, M.D. 
Herbert Fanger, M.D. 
Charles L. Farrell, M.D. 
Ulysse Forget, M.D. 

Henri E. Gauthier, M.D. 
Seebert J. Goldowsky, M.D. 
Earl J. Mara, M.D. 
Thomas Perry, Jr., M.D. 
Arnold Porter, M.D. 
Alfred L. Potter, M.D. 

S. J. P. Turco, M.D. 

Mrs. Mark A. Yessian 
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Committee on Hospital and Professional Relations 


Albert H. Jackvony, M.D., Chairman 
Samuel Adelson, M.D. 

Charles J. Ashworth, M.D. 

Frank B. Cutts, M.D. 

Henri E. Gauthier, M.D. 

Earl F. Kelly, M.D. 

Joseph G. McWilliams, M.D. 
Samuel Nathans, M.D. 

Alfred L. Potter, M.D. 

George Waterman, M.D. 


Veterans A ffairs Committee 


Richard P. Sexton, M.D., Chairman 
E. Allan Casey, M.D. 

John J. Donnelly, M.D. 

Joseph C. Kent, M.D. 

Phillip Morrison, M.D. 

Alton M. Paull, M.D. 

Ernest J. Quesnel, M.D. 

John P. Stuart, M.D. 


Maternal Health Committee 


Stanley Davies, M.D., Chairman 
Alfred L. Potter, M.D. 
Bertram H. Buxton, M.D. 
John E. Carey, M.D. 

Francis V. Corrigan, M.D. 
Walter J. Dufresne, M.D. 
John A. Ferris, M.D. 
William J. MacDonald, M.D. 
William A. Reid, M.D. 
Mildred Robinson, M.D. 
Henry E. Turner, M.D. 
John Turner II, M.D. 


Perinatal Mortality Committee 


3ertram H. Buxton, M.D., Chairman 
William A. Reid, M.D. 
George Anderson, M.D. 
John Carey, M.D. 

Francis V. Corrigan, M.D. 
Eric Denhoff, M.D. 
Ernest L. Dupre, M.D. 
Herbert Ebner, M.D. 
Thomas F. Head, M.D. 
Gilbert Houston, M.D. 
Rudolph Jaworski, M.D. 
Maurice N. Kay, M.D. 
Sumner I. Raphael, M.D. 
Wilson F. Utter, M.D. 


Science Fair 


John Gilman, M.D., Chairman 
Leland Jones, M.D. 


Charles L. York, M.D. 
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DISTRICT MEDICAL SOCIETY MEETING 





NEWPORT COUNTY MEDICAL SOCIETY 

A regular meeting of the Newport County 
Medical Society was held on May 5, 1960, at 
the Viking Hotel. Twenty members and guests 
attended. 

The meeting was called to order at 8:00 p.m. by 
Doctor José Ramos, president. He introduced the 
guests who were Captain Joseph Yon, command- 
ing officer of the Naval Hospital, Captain Jesse 
Suiter, the Hospital’s executive officer, and John 
E. Farrell, executive secretary of the Rhode Island 
Medical Society. He then introduced the speaker 
of the evening, Captain Ivar Johnson of the Naval 
War College who spoke on Contemporary Com- 
munis and Free World Security. Captain John- 
son emphasized the need of recognizing present- 
day communism not as an ideology but as a satanic 
mechanism of rule, an imperialism with only one 
objective, world domination. 

The business meeting followed. 

The minutes of the previous meeting were 
accepted. 

Then a report was given by the delegate Doctor 
Ciarla with Doctor Adelson and Mr. Farrell join- 
ing in the discussions relative to the Federal 
Employees Health Benefits Act, Civil Service 
Employees, and also chiropodists in their rela- 
tionship with Blue Cross and Blue Shield. 

A motion was proposed by Doctor Ramos, and 
seconded by Doctor Adelson, that the president of 
the Newport County Medical Society appoint an 
executive committee that would serve as a screen- 
ing committee, and also as a program committee. 
This motion was accepted. 

A motion was proposed by Doctor Abramson 
and seconded by Doctor Ciarla that the members 
of the Newport County Medical Society list their 
specialties in the Newport District Telephone Di- 
rectory if they are noted as specialists on the roster 
of the Rhode Island Medical Society. This motion 
was accepted. 

Doctor Ciarla entered a plea that doctors give 
booster shots for poliomyelitis, as our area might 
have a severe outbreak of poliomyelitis, based on 
reports received from other sections of the country. 

The meeting adjourned at 10:45 p.m. 

Respectfully submitted, 
ANNIE Dororr, M.D., Secretary 
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Mental Health Committee 


Harold W. Williams, M.D., Chairman 
Joseph E. Cannon, M.D. 
David J. Fish, M.D. 
Charles C. Goodman, M.D. 
Maurice W. Laufer, M.D. 
Hugh Kiene, M.D. 

Neida Q. Ogden, M.D. 
Laurence Senseman, M.D. 
Maurice Silver, M.D. 
Louis V. Sorrentino, M.D. 
Hugo Taussig, M.D. 
Joseph S. Zucker, M.D. 


Social Welfare Committee 
Peter Mathieu, M.D., Chairman 
Joseph Dowling, Jr., M.D. 
Frank P. Duffy, M.D. 
Thomas Egan, M.D. 
Henry S. Joyce, M.D. 
Martin J. Morris, M.D. 
Samuel Nathans, M.D. 
Robert Rosin, M.D. 
H. A. Shushtari, M.D. 
Leonard Sutton, M.D. 
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BOOK REVIEWS 





THE CIGARETTE HABIT: A Scientific Cure 
by Arthur King. Doubleday & Co., Inc., Garden 
City, N. Y., 1959. $2.00 
This little book begins by stating the opinion of 

the author that there are people who are truly 
cigarette addicts just as there are people who are 
addicted to morphine and to alcohol. He describes 
his own suffering and eventual failure when he 
tried to give up cigarettes in the manner in which 
he had usually been advised to do so—by just quit- 
ting without a carefully worked out plan. Then he 
set forth in detail the systematic method which he 
followed successfully. 

Before going into the details of his plan he 
discusses the cigarette habit at some length and 
describes four classes of smokers, light, medium, 
heavy and the true addicts. The first two groups he 
more or less laughs off with the questionable as- 
sumption that no harm will come to them as long 
as they stay in the light or medium category. The 
heavy smoker, described as one who habitually 
smokes more than a pack a day and often a ciga- 
rette before breakfast, he feels may well try to 
break the habit and he lays out a detailed plan for 
him that is less drastic than that specified for the 
person who is his real target, the addict. The real 
“cigarette addict,” Mr. King describes as a person 
who usually would like to quit, who even, at times, 
dislikes the cigarettes that he smokes, but who finds 
that he cannot give them up and is more or less 
terrorized at the thought of doing so—and who 
suffers very severely if he really attempts it. 

The last chapter in the book, titled Cigarettes, 
Cancer and Statistical Concepts is, in the judgment 
of this reviewer, not a very good summary of the 
relation between bronchogenic carcinoma and ciga- 
rette smoking. Furthermore, nowhere in the book 
does he consider other serious consequences of 
long-term habitual inhalation of tobacco smoke the 
most lethal of which, in the opinion of many stu- 
dents of the subject, is obstructive emphysema 
which often results from the chronic bronchiolitis 
that is characteristic of chronic smokers. 

The plan which the author states that he and 
others to whom he has recommended it can be sum- 
marized as follows: After 21 days of preparation 
during which smoking is omitted on waking and for 
one hour after meals, careful tooth hygiene and 
mouth rinsing are practiced and the subject is 
advised to keep busy and keep his mind off smok- 


ing, he omits his cigarettes altogether and, on a 
definite schedule, takes medication in the form of 
small doses of phenobarbital and dexedrine with 
the additional use of certain throat lozenges. For 
the “heavy smoker” as distinguished from the 
“addict,” the plan is the same except that caffeine 
and an antihistamine are substituted for the drugs 
mentioned. Thereafter, there is a carefully sched- 
uled reduction and then omission of the medication. 

This definite systematic plan coupled with the 
encouraging optimism of the author may well be 
of great value to those who have found themselves 
unable to give up their cigarettes by simpler means 
and to them the book can be recommended. 

ALEX. M. BuRGEsS, M.D. 


ANATOMY. A Regional Study of Human Struc- 
ture by Ernest Gardner, M.D., Donald J. Gray, 
Ph.D. and Ronan O’Rahilly, M.Se., M.D. 
W. B. Saunders Co., Phil., 1960. $15.00 
It is difficult to review in detail a book of gross 

anatomy which is 999 pages long. The reviewer 
cannot be expected to read through all of it, and 
even if he did a brief review would not suffice. A 
sampling of the book, however, gives one several 
strong impressions. The book has many good fea- 
tures in common with J. C. B. Grant’s, AN ATLAS 
or Anatomy and MetHop oF ANatomy. It is 
written well and succinctly, and it is elegantly illus- 
trated. The diagrams are largely new, and besides 
clarity of delineation, all of them have character and 
action, especially those executed in three dimen- 
sions. Let those who claim that nothing new has 
been added since Gray study some of these 
diagrams. 

The nomenclature follows the B.N.A. and the 
Burmingham Revision. The book is arranged ac- 
cording to the “regional plan,” as do most other 
books of anatomy. This plan is convenient for the 
student since most laboratory courses of anatomy 
do regional dissection, but it tends to rob the stu- 
dent of initiative, and in his haste, makes him ignore 
systemic considerations. 

Whenever possible, the book makes brief excur- 
sions into the history of anatomy, embryology, his- 
tology, and comparative anatomy. It is regrettable 
that this material is in small print, since it is a very 
important part of the book. A carefully selected 
number of references is included in each major 


division of the book. References are often ap- 
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BOOK REVIEWS 
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pended to the chapters, but the major ones are 
usually cited in the introduction to command the 
student’s attention. 

In an age when it is fashionable to deprecate the 
study of gross anatomy as a dull, unimportant art, 
it is refreshing to find in this book a new approach 
to didactics. The authors’ main aim throughout is 
to give structures such perspective that it is not 
possible to separate it from its function. Although 
it is impossible to avoid long, and often tedious 
descriptions, the student should be able to see that 
this is a facet of anatomy he must know so that 
function may become intelligible. The most out- 
standing contribution of the book, then, is in its 
constant emphasis on the meaning of structure in 
terms of function. 

It is not easy to be enthusiastic about a book of 
anatomy, but the authors of this book should be 
congratulated for their achievement. The book 
gives ample evidence of the authors’ profound 
knowledge of structure and function, of their 
scholarship, and of their understanding of the art 
of teaching. 

WILLIAM MONTAGNA 
Professor of Biology 
Brown University 











